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SPINAL  CURVATURE  IN  CHILDREN 
SCREENING  AND  TREATMENT 


Symptoms  and  treatment  of  scoliosis 
and  kyphosis  are  discussed.  Attention 
is  focused  on  school  screening  for 
early  diagnosis  to  prevent  progressive 
deformity.  Illustrative  cases  are 
shown. 


by 

Gail  M.  Benson,  M.D.,  A.A.O.S.* 


INTRODUCTION: 

Curvature  of  the  spine  is  referred  to  as  either 
scoliosis  (lateral  curvature)  or  kyphosis  (forward 
curvature).  Scoliosis  produces  hunch  back  deformity 
and  kyphosis  produces  the  round  back  or  round 
shoulder  deformity.  Now  that  polio  and  tuberculosis 
are  under  control,  the  vast  majority  of  these  cases  are 
considered  to  be  idiopathic  (of  unknown  cause). 
The  remainder  are  either  congenital  (partially 
formed  or  fused  vertebra)  or  paralytic  (myelomen- 
ingocele, cerebral  palsy,  etc.).  All  of  these  develop 
only  in  the  growing  spine. 

Idiopathic  curvature  of  the  spine  begins  com- 
monly at  eight  to  eleven  years  of  age.  Progression 
begins  slowly  but  advances  rapidly  with  the  growth 
spurt  of  adolescence.  Progression  through  adulthood 
continues  if  by  the  end  of  growth  a severe  deformity 
is  present.  This  adult  progression  occurs  by  simple 
collapse  of  a tortuous  spine.  Pregnancy  in  females 
hastens  the  collapse  of  the  spine.  At  least  25  percent 
of  the  cases  have  siblings  or  parents  affected  with 
the  disease. 

SCOLIOSIS  SYMPTOMS  AND  TREATMENT 

Symptoms  of  scoliosis  are  insidious  at  the  on- 
set, but  pain  and  life  threatening  loss  of  pulmonary 
function  in  adulthood  is  common.  Lateral  curva- 
ture (scoliosis)  of  the  spine  is  not  apparent  to  the 
untrained  or  casual  observer  until  a large  rib  hump 
appears  or  a sideway  list  of  the  spine  is  noted.  By 
this  time  the  curve  has  usually  progressed  to  at  least 
30  degrees  and  often  much  worse.  The  other  inter- 


*Orthopedic surgeon,  Orthopedic  and  Fracture  Center,  P.A., 
1701  South  Minnesota,  Sioux  Falls,  South  Dakota.  Clinical 
Assistant  Professor  of  Orthopedic  Surgery,  School  of 
Medicine,  University  of  South  Dakota.  Member  of  Ameri- 
can Academy  of  Orthopedic  Surgeons. 


fering  factor  is  that  the  majority  of  these  curves  de- 
velop in  girls  at  the  onset  of  pubertal  breast  develop- 
ment during  which  no  one,  not  even  parents  see 
their  bare  backs. 

The  usual  symptoms  that  bring  the  parents 
rushing  their  child  into  the  physician’s  office  is  the 
now  obvious  rib  hump,  uneven  shoulders,  “hip  out 
of  place”  (secondary  to  a list  of  the  spine)  or 
asymmetry  noted  on  attempted  fitting  of  clothes. 
(Fig.  1-a,  1 -b,  1-c) 

Unfortunately  this  may  now  be  past  the  stage 
of  simple  brace  treatment  necessitating  major  sur- 
gical corrections.  As  already  mentioned  scoliosis  un- 
der 30  degrees  rarely  gives  cosmetic  deformity,  pro- 
duces no  significant  loss  of  pulmonary  function,  and 
does  not  progress  in  adulthood.  Scoliosis  over  30 
degrees  produces  increasing  deformity  usually  di- 
rectly proportional  to  the  severity  of  the  curve.  Pul- 
monary function  is  measurably  diminished  again  in 
proportion  to  the  degree  of  curvature  and  these  pa- 
tients often  develop  pain  in  adulthood.  Curves  al- 


Figure  1-a 

Rib  hump  noted  with  all  thoracic  curves  on  forward  bend- 
ing. This  simple  examination  yearly  from  the  fifth  to 
eighth  grade  detects  curves  early  enough  for  brace  treat- 
ment. 
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Figure  1-b 

Asymmetry  of  neck  and  shoulder  produced  by  a high 
thoracic  scoliosis. 


Figure  1-c 

Asymmetry  of  scapulas  noted  with  many  scoliosis  often 
incorrectly  diagnosed  as  a congenitally  high  scapula. 


lowed  to  progress  to  60  degrees  during  adolescence 
are  sure  to  collapse  more  into  adulthood.  Curves  of 
the  thoracic  spine  over  80  degrees  have  marked  loss 
of  pulmonary  functions.  (Fig.  3)  Spinal  cord  im- 
pingment  or  radicular  pain  is  rarely  seen  in  the  se- 
vere cases  unless  both  kyphosis  and  scoliosis  are 
present  in  the  same  area. 

Beginning  in  the  1940’s  active  treatment  of 


Figure  2 


Extremely  severe  case  of  scoliosis  in  an  eleven  year  old 
female  with  cerebral  palsy.  Surgical  treatment  is  her  only 
option.  Pulmonary  vital  capacity  already  is  under  50  per- 
cent. 

the  spinal  curvature  was  instituted,  at  first  relying 
on  surgical  fusion  following  several  months  of  cum- 
bersome corrective  body  casts.  This  was  infamous 
for  its  high  morbidity  and  following  surgery  pro- 
tracted periods  of  bedrest  of  from  six  months  to  a 
year. 

In  1 945 1 Blount  in  Milwaukee  experimented  with 
a body  brace  extending  from  the  chin  and  occiput 
to  the  pelvis  in  an  attempt  to  prevent  the  deformity 
from  progressing.  In  19704  Moe  and  Kittleson 
proved  that  children  detected  early  and  begun  in  the 
brace  before  their  scoliosis  becomes  severe  can  usu- 
ally be  prevented  from  increasing  their  curvatures 
and  in  most  cases  improvement  is  noted.  However, 
of  equal  importance  was  the  finding  that  for  severe 
curves  greater  than  45  degrees  the  brace  was  largely 
ineffective. 

The  major  surgical  advance  in  scoliosis  was 
made  by  Harrington7  in  Houston  in  the  early 
1960’s  with  the  concept  of  inserting  correcting 
distraction  rods  combined  with  surgical  fusion  of  the 
involved  segment  of  the  spine.  This  gave  us  the 
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ability  to  gain  immediate  and  permanent  correction 
of  up  to  80  percent  of  the  spinal  curvature.  With  the 
addition  of  a special  holding  body  cast8  we  can  now 
ambulate  the  patient  one  week  following  surgery 
and  return  him  to  school  and  family  functions  with- 
in two  to  three  weeks  of  surgery  (Fig.  3-a,  3-b)  As 
can  be  seen  by  the  preceding  discussion,  treatment  is 
usually  determined  by  the  severity  of  the  curve  at 
the  beginning  of  treatment.  We  can  roughly  classify 
these  patients  into  three  treatment  categories: 

Stage  1:  Curves  under  15  degrees.  These  are 
observed  with  regular  standing  spine 
x-rays.  If  nonprogressive,  simple  ob- 
servation. 

Stage  2:  15  degrees  to  45  degrees.  Milwaukee 
brace  treatment. 

Stage  3:  Over  45  degrees.  Surgical  straighten- 
ing and  fusion.5 

Children  in  Type  2 who  do  not  adjust  to  wearing  the 
brace  or  are  progressing  in  severity  should  also  have 
surgery. 

Brace  treatment  requires  23  hours  per  day  of 
wear  from  the  onset  of  treatment  to  the  completion 


Figure  3-a 

L.  B.  a 12  year  old  without  symptoms  and  undiagnosed  until 
the  family  physician  noted  her  rib  hump.  Curves  over  45 
degrees  rarely  respond  to  nonsurgical  treatment. 


Figure  3-b 

Post  surgical  correction  with  internal  Harrington  rod  and 
spinal  fusion  from  sixth  thoracic  to  second  lumbar  verte- 
brae. 

of  skeletal  growth.2-3  Gradual  weaning  out  of  the 
brace  requires  up  to  a year  to  prevent  sudden  col- 
lapse. Although;  the  curve  may  improve  initially  in 
the  brace,  long  term  studies  indicate  the  brace  is 
more  effective  in  preventing  progression  than  gain- 
ing permanent  correction.  Braces  are  well  tolerat- 
ed by  most  children.  They  are  light  weight  and  con- 
cealed under  the  clothing  with  only  the  throat  mold 
and  occipital  pad  visible.  Full  activity  with  the  excep- 
tion of  body  contact  sports  and  trampoline  is  per- 
mitted. The  brace  may  be  removed  for  swimming 
which  is  a nonweight  loading  activity  on  the  spine. 
During  the  course  of  treatment  two  to  three  braces 
are  required  to  fit  the  growing  body.  Ambulatory 
nonoperative  and  operative  treatment  of  the  patient 
with  scoliosis  requires  an  interested  orthopedic  sur- 
geon with  specialized  training  in  the  use  of  the  Mil- 
waukee brace,  an  efficient  and  experienced  orthotist, 
a well  made  brace  and  close  cooperation  by  the 
patient  and  family. 


KYPHOSIS  SYMPTOMS  AND  TREATMENT 
Symptoms  of  kyphosis  depend  on  the  severity, 
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Figure  5-a 

50  degree  curve  corrected  to  30  degrees  of  thoracic  kyphosis 
after  18  months  of  Milwaukee  brace.  20  degrees  to  40  de- 
grees is  in  the  normal  range. 

to  eight  percent  of  the  population  has  curvature  of 
the  spine  greater  than  five  degrees.  One  to  two  per- 
cent are  of  sufficient  magnitude  to  warrant  active 
treatment.  Delaware  has  found  that  after  several 
years  of  screening  school  children,  all  are  now  de- 
tected and  treated  early  enough  so  that  no  surgical 
procedures  are  required.  Minnesota  last  year 
screened  84  percent  of  the  school  children  in  the  10 
to  13  year  age  group.11  Iowa  and  most  other  states 
are  also  beginning  these  programs.  A recent  screen- 
ing of  Chamberlain,  South  Dakota,12  sixth  through 
tenth  grade  students  revealed  seven  confirmed  cases 
of  scoliosis. 

Children  in  the  10  to  14  age  group  are  usual- 
ly in  excellent  health  rarely  visiting  the  physician 
and  certainly  not  for  a routine  general  examination. 
Effective  screening  has  been  found  to  be  possible 
only  if  all  school  children  are  examined  during  this 
age  for  this  deformity.  A 30-second  visual  examina- 
tion of  the  back  with  the  patient  bending  is  all  that 
is  required.  Public  health  nurses,  school  nurses,  and 
physical  education  teachers  can  be  trained  to  do 
this  simple  screening.  Suspect  cases  are  referred  to 


the  age,  and  the  location  of  the  curve.  Children 
with  kyphosis  are  usually  referred  to  as  “stooped”, 
“round  shouldered”,  or  round  backed.  (Fig.  1) 


SCREENING: 


Surveys  in  Minnesota  and  Delaware  confirmed 
by  numerous  investigators9-10  reveal  four  percent 


Figure  4 

Typical  posture  of  kyphosis  of  thoracic  spine.  These  chil- 
dren are  accused  of  “poor  posture”.  They  can  be  treated 
effectively  with  a Milwaukee  brace  before  growth  has  been 
completed. 


Pain  is  usually  associated  with  this  deformity  but  of- 
ten it  is  painless.  Pulmonary  function  may  be  di- 
minished but  usually  only  minimally  from  loss  of 
thoracic  cage  expansibility.  The  major  symptom  is 
cosmetic  deformity  which  also  may  progress  through 
adulthood.  Vertebral  wedging,  Schmorl’s  nodes  and 
vertebral  end  plate  irregularity  are  usually  found 
in  the  affected  portion  of  the  spine  on  lateral  spine 
x-rays.  Recent  studies  by  Moe  and  coworkers  in 
Minneapolis0  have  revealed  almost  routine  correc- 
tion of  kyphosis  deformity  with  the  Milwaukee  brace 
if  treatment  is  begun  during  the  growth  period. 
(Fig.  5-a,  5-b)  This  deformity  appears  to  respond 
even  better  than  scoliosis  for  which  the  brace  was 
originally  developed. 
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Figure  5-b 


the  family  physician,  pediatrician  or  crippled  chil- 
dren clinic. 

The  physician  should  examine  the  patient  to 
confirm  the  deformity.  Of  utmost  importance  is  a 
single  standing  AP  of  the  spine  including  the 
thoracic  and  lumbar  spine.  If  this  confirms  the  diag- 
nosis of  scoliosis,  referral  to  a qualified  orthopedist 
is  indicated.  I must  stress  that  the  x-ray  has  to  be 
taken  standing  to  correctly  assess  its  severity.  Many 
of  these  curves  are  originally  supple  and  markedly 
diminish  when  supine.  Measuring  the  curve  is  rela- 
tively simple  if  you  have  a proper  small  goniom- 
eter. * Locate  the  end  plates  most  angulated  from 
the  horizontal  in  both  directions  and  measure  the 
angle  between  the  two.  Minor  curves  under  15  de- 
grees can  be  managed  by  the  family  physician  or 
pediatrician  if  they  obtain  repeated  standing  x-rays 
four  to  six  months  apart  over  the  several  years  to  be 
sure  there  is  no  progression.  Using  the  same  tech- 
nique of  vertebral  end  plate  measurement  in  stand- 
ing lateral  x-rays,  kyphosis  over  40  degrees  should 


♦Harrington  Protractor 
Zimmer  USA,  Catalogue  No.  1274 
Warsau,  Indiana  46580 


be  referred  to  the  orthopedist.  These  x-rays  should 
be  taken  with  the  arm  extended  directly  in  from  the 
body  and  resting  on  an  object.  T3,  T4,  or  T5,  to 
T12  are  usually  measured  in  this  disease. 

CONCLUSION: 

Modern  medicine  has  now  taken  the  crooked 
spine  out  of  the  hands  of  manipulators  or  exercise 
enthusiasts.  Family  practitioners  and  pediatricians 
can  assume  two  percent  of  school  children  from  the 
fourth  to  the  twelfth  grade  should  be  in  a brace.  We 
strongly  encourage  you  to  become  involved  in  this 
program  as  many  of  these  children  will  be  referred 
to  you  from  school  screening  programs.  Failure  for 
proper  follow  up  is  not  only  detrimental  to  the  pa- 
tient but  pushes  them  into  the  care  of  manipulators 
and  unavailing  treatment. 
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LABORATORY  AIDS 


Sponsored  by  the  South  Dakota  Society  of  Pathologists 

SCHILLING  TEST 

A true  low  serum  Vitamin  B-12  level  makes  the 
diagnosis  of  Vitamin  B-12  deficiency.  The  next 
question  to  be  answered  is  whether  the  deficiency  is 
due  to  gastric  dysfunction,  pancreatic  dysfunction, 
ileal  dysfunction  or  inadequate  secretion  of  intrinsic 
factor  (pernicious  anemia).  Much  information  can 
be  obtained  by  performing  a Schilling  Test  using 
Stage  1,  Stage  2 and  if  necessary,  Stage  3. 

Stage  1 

The  fasting  patient  is  given  an  oral  dose  of 
radioactive  B-12.  Immediately  or  within  6 hours  a 
flushing  dose  of  non-radioactive  B-12  is  given 
to  block  all  binding  sites  so  there  is  maximal  excre- 
tion of  the  absorbed  dose.  A 48  hour  urine  collection 
is  obtained.  The  radioactivity  is  counted  and  ex- 
pressed as  a percent  of  the  administered  dose.  Nor- 
mal is  greater  than  8%  excretion. 

If  urine  collection  is  difficult  or  renal  function  is 
poor,  an  8 hour  plasma  measurement  can  be  at- 
tempted. This  is  not  as  useful  diagnostically  as  the 
urine  measurement  and  requires  20  cc.  of  blood. 

Stage  2 

If  the  first  stage  values  are  subnormal,  the  second 
stage  is  indicated.  This  consists  of  repeating  the 
first  stage  with  intrinsic  factor  concentrate  given 
with  the  isotope.  If  this  returns  the  excretion  to  nor- 
mal levels,  a diagnosis  of  pernicious  anemia  (PA) 
is  warranted.  If  the  test  is  still  subnormal  several 
possibilities  exist.  The  patient  may  have: 

1 . Pernicious  anemia  with  damaged  ileal  mu- 
cosa as  part  of  the  disease.  (50%  of  PA 
cases) 

2.  Pancreatic  disease 

3.  Fish  tapeworm 

4.  Blind  loop  syndrome 

5.  “Drug”  induced  B-12  malabsorption 

a.  PAS  d.  Ethanol 

b.  Colchicine  e.  Oral  contraceptives 

c.  Neomycin  f.  Metformin 

Stage  3 

If  PA  is  suspected  and  the  Schilling  with  intrinsic 
factor  is  subnormal,  Stage  3 is  to  repeat  Stage  2 
after  2 months  of  Vitamin  B-12  therapy  to  allow 
ileal  mucosa  to  become  normal.  Most  PA  patients 
will  then  show  normal  Stage  2 values.  If  pancreatic 
disease  is  suspected  repeat  Stage  1 but  feed  pan- 
creatic extract  (e.g.  Viokase)  with  the  radioactive 
B-12.  This  will  correct  the  subnormal  B-12  absorp- 


tion associated  with  pancreatic  disease  in  the  ma- 
jority of  cases. 

If  subnormal  B-12  absorption  is  suspected  to  be  due 
to  blind  loop  syndrome  or  fish  tapeworm  (examine 
stool  for  ova),  treat  the  patient  with  appropriate 
antibiotics  or  antihelminthics  for  an  appropriate 
period  of  time  then  repeat  Stage  1. 

If  drug  or  alcohol  induced  B-12  malabsorption  is 
suspected  withdraw  suspected  drug  and  repeat  Stage 
1. 

Richard  A.  Jaqua,  M.D. 

^ 

LAMENT  OF  A DOCTOR’S  WIFE 

How  do  you  get  the  doctor  to  a doctor? 

How  do  you  get  the  guy  to  make  the  call? 

Tell  me  what  you  do 
When  his  face  is  blue. 

And  he  gasps,  “It’s  (puff  puff)  nothin’  at  all.”? 

How  do  you  get  the  doctor  to  a doctor? 

Because  you  know  darn  well  he’s  got  the  ’flu. 

Tell  me  what  it  takes 
When  his  belly  aches, 

And  he  flatly  claims,  “It  was  your  stew!”? 

How  do  you  get  the  doctor  to  a doctor? 

How  do  you  tell  a doctor  what  to  do? 

“Your  heart  makes  you  pant!” 

“HEART!?  Your  Granny’s  aunt!” 

You  whisper  to  yourself,  “And  she’s  dead,  too!” 

How  do  you  get  the  doctor  to  a doctor? 

He  really  thinks  that  he  can  cure  himself. 

Tell  me  what  to  say. 

Rising  for  the  day 

He  never  takes  his  vit’mins  off  the  shelf. 

How  do  you  get  the  doctor  to  a doctor? 

You  see,  he  simply  thinks  he  knows  it  all. 

Do  I have  to  wait 
’Til  it  is  too  late, 

And  he’s  in  a coma  from  a fall? 

How  do  you  get  the  doctor  to  a doctor? 

How  do  you  get  the  guy  to  take  his  shot? 

Truly,  I must  know 
For  I love  him  so! 

And  bless  his  heart!  he’s  really  all  I got! 

How  do  you  get  the  doctor  to  a doctor? 

Are  you  never,  never  going  to  win? 

For  I must  confess 
I have  no  success. 

So,  if  you  have  the  answer,  CLUE  ME  IN! 

— Bea  Fairbanks 
1151  Needles  Dr. 
Custer,  SD  57730 
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All  oral  bronchodilators  are 


pretty  much  the  same.  Right? 
Wrong! 


The  difference  is  in  their  action— both  before  and  after 
symptoms  begin.  That’s  the  reason  for  TEDRAK 

□ effective  and  prolonged  bronchodilation  from  the 
synergistic  effect  of  ephedrine  and  theophylline 

□ ^-ADRENERGIC  ACTION  RELAXES  BRONCHIAL 
SMOOTH  MUSCLE 

□ ^-ADRENERGIC  ACTION  REDUCES  BRONCHIAL 
EDEMA  AND  SECRETIONS 

□ dosage  forms  to  meet  individual  patient  needs 


For  proven  performance. . . 


Each  tablet  contains  130  mg 
theophylline,  24  mg  ephedrine 
hydrochloride,  and  8 mg 
phenobarbital 


Each  tablet  contains  1 80  mg  anhydrous  theophylline 
(90  mg  in  the  immediate  release  layer  and  90  mg  in 
the  sustained  release  layer);  48  mg  ephedrine 


Each  5 ml  teaspoonful  contains  32  5 mg 
theophylline,  6 mg  ephedrine  HCI,  and  2 mg 
phenobarbital,  the  alcohol  content  is  1 5%. 


hydrochloride  (16  mg  in  the  immediate  release  layer 
and  32  mg  in  the  sustained  release  layer);  and  25  mg 
phenobarbital  in  the  immediate  release  layer 


See  next  page  for  brief  summary 


SUSTAINED  ACTION 


w c)  Division,  Warner-Lambert  Company 
V J Morris  Plains,  New  Jersey  07950 


WARNER/CHILCOTT 


T-GP-72-B/W 


TEDRAL® 

TEDRAL®  SA  Sustained  Action 
TEDRAL®  Elixir 


CAUTION:  Federal  law  prohibits  dispens- 
ing Tedral  SA  without  prescription. 
Description.  Tedral : each  tablet  contains 
130  mg  theophylline,  24  mg  ephedrine  hy- 
drochloride, and  8 mg  phenobarbital. 

Tedral  SA:  each  tablet  contains  180  mg 
anhydrous  theophylline  (90  mg  in  the  im- 
mediate release  layer  and  90  mg  in  the 
sustained  release  layer);  48  mg  ephed- 
rine hydrochloride  (16  mg  in  the  imme- 
diate release  layer  and  32  mg  in  the  sus- 
tained release  layer);  25  mg  phenobarbital 
in  the  immediate  release  layer. 

Tedral  Elixir:  each  5 ml  teaspoonful  con- 
tains 32.5  mg  theophylline,  6 mg  ephed- 
rine hydrochloride,  and  2 mg  phenobar- 
bital; the  alcohol  content  is  15%. 

Indications. Tedral,  Tedral  SA,  and  Tedral 
Elixir  are  indicated  for  the  symptomatic 
relief  of  bronchial  asthma,  asthmatic  bron- 
chitis, and  other  bronchospastic  disorders. 
They  may  also  be  used  prophylactically  to 
abort  or  minimize  asthmatic  attacks  and 
are  of  value  in  managing  occasional,  sea- 
sonal or  perennial  asthma. 

Tedral  SA  (Sustained  Action)  offers  the 
convenience  of  b.i.d.  dosage. 

Tedral  Elixir  is  convenient  for  persons 
who  may  have  difficulty  in  swallowing 
tablets. 

These  Tedral  formulations  are  adjuncts 
in  the  total  management  of  the  asthmatic 
patient.  Acute  or  severe  asthmatic  attacks 
may  necessitate  supplemental  therapy  with 
other  drugs  by  inhalation  or  other  paren- 
teral routes. 

Contraindications.  Sensitivity  to  any  of 
the  ingredients;  porphyria. 

Warnings. Drowsiness  may  occur.  PHENO- 
BARBITAL MAY  BE  HABIT-FORMING. 

Precautions.  Use  with  caution  in  the  pres- 
ence of  cardiovascular  disease,  severe  hy- 
pertension, hyperthyroidism,  prostatic  hy- 
pertrophy, or  glaucoma. 

Adverse  Reactions.  Mild  epigastric  dis- 
tress, palpitation,  tremulousness,  insom- 
nia, difficulty  of  micturition,  and  CNS 
stimulation  have  been  reported. 

Average  Dosage.  Prophylactic  or  Thera- 
peutic. 

Tedral:  Adults  — One  or  two  tablets  every 
4 hours.  Children— (Over  60  lb)  one-half  the 
adult  dose. 

Tedral  SA:  Adults— One  tablet  on  arising 
and  one  tablet  12  hours  later.  Tablets  should 
not  be  chewed.  Children— Not  established 
for  children  under  12. 

Tedral  Elixir:  Note:  One  teaspoonful  is 
equivalent  to  one-quarter  Tedral  tablet. 
Children  — One  teaspoonful  per  30  lb  body 
weight,  every  4-6  hours,  unless  prescribed 
otherwise  by  physician.  Should  be  given  to 
children  under  2 years  of  age  only  with  ex- 
treme caution.  Adults— One  to  two  table- 
spoonfuls every  four  hours. 

Supplied.  Tedral : White,  uncoated  scored 
tablets  in  bottles  of  24  (N  0047-0230-24), 
100  (N  0047-0230-51)  and  1000  (N  0047- 

0230- 60).  Also  in  Unit  Dose— package  of 
10  x 10  strips  (N  0047-0230-11). 

Tedral  SA : Double-layered,  uncoated, 
coral/ mottled  white  tablets  in  bottles  of 
100  (N  0047-0231-51)  and  1000  (N  0047- 

0231- 60).  Also  in  Unit  Dose— package  of 
10  x 10  strips  (N  0047-0231-11). 

Tedral  Elixir:  Dark  red  and  cherry-fla- 
vored in  474  ml  (16  fl  oz)  bottles  (N  0047- 
0242-16). 

STORE  BETWEEN  59°  and  86°F  (15°  and 
30°C). 

Full  information  is  available  on  request. 


The  potential  for  extensive  estate  deple- 
tion exists  under  the  new  estate  and  gift 
tax  law. 

For  this  reason  our  attorneys  have  modified 
our  Financial  Analysis  Service.  Your  estate 
planning  advisors  should  find  this  revised 
format  very  helpful  in  assisting  you  to  solve 
your  estate  goals. 

A man’s  success  is  often  measured  by  the 
amount  he  can  borrow.  But,  when  he  dies, 
his  measure  of  success  is  now  the  amount 
his  widow  is  able  to  repay. 

To  reduce  the  unavoidable  costs  of  dying, 
why  not  consider  using  DISCOUNTED 
DOLLARS? 

You  have  the  right  to  know  in  terms  of 
dollar  bills: 

1)  what  the  cost  of  your  death  will  be, 

2)  what  the  remaining  value  of  your 
estate  will  be, 

3)  and  estate  planning  tools  that  you 

may  use  to  conserve  your  estate. 

Yes,  YOU  HAVE  A RIGHT  TO  KNOW  and 
the  Equitable  of  Iowa  Insurance  Company 
would  like  to  be  of  service  to  you. 

For  further  information,  write: 

Quentin  De  Saix  and  Associates 
Suite  316,  Security  Bldg. 

V 101  South  Main  Avenue 
Sioux  Falls,  SD  57102 
(605)  336-3545 

EQUITABLE  OF  IOWA 
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PSYCHIATRIC  RESIDENCY 

Vacancies  for  positions  for  July  1,  1977,  for 
those  who  have  a regular  Iowa  license  or  can 
obtain  one  by  reciprocity  or  via  FLEX.  Pre- 
pare for  career  in  private  practice,  commu- 
nity clinics  or  hospital  based  psychiatry.  Em- 
phasis on  close  supervision  of  intensive  indi- 
vidual and  group  psychotherapy,  OPD,  Chil- 
dren’s Unit,  Adolescent  Unit.  Neurology  affil- 
iation with  University  of  Iowa.  The  stipends 
are:  1st  year  $21,294;  2nd  year  $22,360;  3rd 
year  $23,478.  Intensity  and  diversity  of  train- 
ing program  appreciated  best  by  personal 
visit. 

T.  B.  McManus,  M.D.,  Superintendent 
Mental  Health  Institute 
Cherokee,  IA  51012 
Call  Collect  (712)  225-2594 

Equal  opportunity  employer. 


ASSOCIATE  DIRECTOR  FOR 
FAMILY  PRACTICE 
RESIDENCY  PROGRAM 

Newly-developed  Family  Practice  Residency 
Program  serving  Waterloo-Cedar  Falls  area 
needs  Associate  Director  to  start  February, 
1977.  Position  involves  teaching  and  supervi- 
sion of  Residents  plus  direct  patient  care.  New 
7,000  sq.  ft.  model  office.  Program  is  affiliated 
with  the  University  of  Iowa  College  of  Medi- 
cine and  offers  an  opportunity  for  a more 
relaxed  practice  of  medicine  plus  academic 
advantages.  Adequate  salary  plus  fringe  bene- 
fits equal  to  20%  of  base  salary.  Ample  vaca- 
tion and  opportunity  for  postgraduate  study. 
Contact: 

Charles  A.  Waterbury,  M.D. 

Program  Director 
635  Black’s  Building 
Waterloo,  Iowa  50703 


Stairway-Elevator 


Phone  us  toll  free 
for  more  information 
1-800-952-3968 


Kreiser’s  Surgical,  Inc. 

1220  S.  Minn.  Ave. 


Sioux  Falls,  SD  57105 

PUTTING  PEOPLE  IN  M0770N 
with  AMERICAN  STAIRGLIDE  products 


Electric 

Wheelchair 


Porchlift 

Easy-Lift  Chair 
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Problem  Solving  in  Diagnostics  and 
Therapeutics  of  Neurology 


A Series  of  24  Lectures 
Lecture  #15 

THE  TREATMENT  OF  SEIZURE  DISORDERS 


by 

George  C.  Flora,  M.D.* 


Successful  treatment  of  any  patient  who  has  a 
seizure  disorder  should  commence  with  the  sharing 
of  some  medical  data  regarding  this  disorder.  Pa- 
tients can  readily  comprehend  that  their  brain,  like 
your  brain,  is  subject  to  many  forms  of  injury  be  they 
mechanical,  infectious,  vascular,  or  from  birth 
trauma.  Knowing  this,  they  can  readily  realize  that 
when  tissue  is  traumatized,  it  develops  a “scar,” 
similar  to  that  which  is  seen  in  the  skin.  The  brain 
tissue  around  the  area  of  destruction  (the  scar)  is 
hyperirritable.  It  responds  not  like  the  skin  with 
“an  itch”  but  with  an  electrical  discharge  activating 
a cellular  group  which  then  manifests  as  a seizure. 

The  site  of  the  scar  determines  the  nature  of  the 
seizure.  When  one’s  scar  is  near  the  motor  area  of 
the  hand  and  it  discharges,  the  seizure  consists 
solely  of  a “jerking  of  the  hand.”  When  the  scar  is  in 
the  auditory  cortex  of  the  temporal  lobe  the  seizure 
may  consist  of  hearing  a word  repeated,  a certain 
musical  composition  repeated  and  nothing  else,  that 
would  be  “the  seizure.”  A seizure  may  consist  of  a 
period  of  “dazed  behavior”  with  no  awareness  of 
having  performed  quite  usual  behavior  automatical- 
ly. And  at  times  when  the  brains  resistance  is  low, 
anyone  of  the  focal  irritations  may  have  an  electrical 
“spread”  which  then  manifests  as  a major  motor  sei- 
zure or  convulsion. 

They  may  be  made  aware  that  children  often  have 
injury  to  the  deep  structures  of  their  brain  from 
being  born.  These  little  scars  produce  sudden  lapses 
or  spells  which  may  go  unnoticed  by  other  than  a 
teacher  or  the  immediate  family.  They  last  for  less 
than  four  seconds  but  may  interfere  with  concen- 
tration and  data  accumulation  of  the  patient  so  he 
is  considered  “dull”  or  a “day  dreamer.”  These  are,  of 


♦Professor  and  Chief  of  Neurology,  USD  School  of 
Medicine,  V.A.  Center,  Sioux  Falls,  SD  57105. 


course,  the  petit  mal  spells  which  are  seen  exclu- 
sively in  children  under  fourteen. 

Added  to  this  general  information  which  is  given 
when  one  starts  treating  a patient  with  seizures,  it  is 
also  wise  to  add  other  important  facts.  Seizures  have 
occurred  in  humans  from  the  beginning  of  time,  and 
few  have  had  convulsions  more  often  than  once  a 
week,  “one  ten  thousandth  of  the  time.”  Let  the 
patient  be  aware  that  the  time  which  is  free  of 
seizures  is  due  to  the  functioning  of  the  brain  itself 
which  acts  effectively  to  prevent  seizure  discharges 
from  becoming  evident  or  spreading.  Only  when  the 
brain’s  resistance  is  lowered  does  a seizure  occur. 

They  should  be  made  aware  of  factors  which  de- 
termine the  brain’s  “threshold”  for  seizures.  The 
ones  which  help  a brain  resist  seizures  are  well  known 
and  are  adequate  rest,  avoidance  of  emotional  stress, 
avoidance  of  cerebral  toxins  such  as  alcohol,  and 
early  and  adequate  treatment  of  infections.  When 
these  are  optimum,  then  the  brain  is  maximally  ef- 
fective in  its  resistance  to  seizure  occurrence. 

Only  after  this  education  of  the  patient  does 
chemical  anticonvulsant  become  important.  Many 
chemicals  are  useful.  The  most  efficacious  drug  is 
Phenobarbital  which  is  administered  in  dosages  of 
60-120  mg.  t.i.d.  or  q.i.d.  as  required  to  secure  a 
blood  level  between  10  and  30  micrograms  percent. 
Most  humans  rapidly  adjust  to  the  utilization  of  this 
drug  with  minimal  side  reactions.  It  is  as  efficacious 
and  much  less  expensive  than  other  barbiturates 
such  as  “Mebaral”  or  “Mysoline.”  It  is  safer  and 
has  fewer  side  reactions  than  the  expensive  but  more 
popularized  diphenylhidantoin  which  is  potentially 
cerebrotoxic  causing  ataxia.  Cosmetic  complications 
(hypertrophy  of  gums,  acne  and  unsightly  hair)  are 
also  quite  common. 

For  the  minor  petit  mals,  we  now  have  a safe 
nontoxic  drug  for  the  first  time  which  is  “Zarontin,” 
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which  can  be  used  according  to  pediatric  recipe  with 
universal  good  results  for  these  children. 

The  treatment  when  consisting  of  education, 
avoidance  of  aggravants  and  judicious  use  of  chem- 
icals results  in  variable  but  quite  satisfactory  medi- 
cal control.  When  good  control  is  not  rapidly 
achieved,  it  is  wise  to  look  first  for  overlooked  ag- 
gravants, or  a failure  of  the  patient  to  pay  attention 
to  them.  In  rare  instances  the  process  may  be  a 
progressive  one  and  re-evaluation  of  a progressive 
degeneration  or  tumor  will  be  the  answer. 

The  handling  of  recurrent  seizures  is  never  an 
automatic  increase  in  the  dosage  of  medication  or 
the  addition  of  a new  anticonvulsant.  This  practice 
results  in  medication  levels  in  the  toxic  range  quite 
often  with  the  added  complications  of  somnolence, 
inebriation,  ataxia,  and  frequently  more  seizures. 

And  finally  in  the  treatment  of  a patient  with  a 
seizure  disorder,  attention  to  “guilt  feeling”  must 
never  be  ignored.  The  need  for  pointedly  em- 
phasizing that  “a  scar”  exists  and  causes  the  dis- 
order is  great.  Emphasize  that  parents  have  not 
given  their  children  seizures!!  Emphasize  that  chil- 
dren have  done  nothing  bad  to  give  themselves 
seizures.  Guilt  feelings  which  make  the  patient  feel 
inferior,  unique,  “crippled,”  and  disabled  aggravate 
control.  The  guilt  of  parents  make  them  over- 
protective  or  cruel  in  their  relationship  to  the  in- 
volved patient  and  aggravate  control.  The  treat- 
ment of  seizures  can  be  the  most  rewarding  ex- 
perience in  medicine  when  done  well. 
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CLINICOPATHOLOGICAL  CONFERENCE 

From  the  Intern  and  Resident  Teaching  Conferences  at  the  Sioux  Valley  Hospital,  conducted  by 
the  Department  of  Pathology  of  the  Hospital  and  of  the  School  of  Medicine 
of  the  University  of  South  Dakota 


SEVENTY-FIVE  YEAR  OLD  FEMALE  WITH  CHEST  PAIN 

AND  DYSPNEA 


Peter  O'Brien,  M.D.*  & W.A.  Boade,  M.D.** 

Discussers 


John  F.  Barlow,  M.D.,  FCAP*** 

Pathologist — Editor 


Case  No.  M668777 

This  was  the  first  hospital  admission  of  this  75-year-old 
Caucasian  female  for  right  sided  chest  pain. 

The  patient  had  had  several  weeks  of  right  sided  chest 
pain  which  started  posteriorly  in  the  mid  chest  and  spread 
directly  into  the  area  of  the  right  breast.  She  had  previously 
been  told  by  a physician  that  she  had  pneumonia.  This 
did  not  clear  in  spite  of  antibiotic  therapy.  There  was  no 
history  of  productive  cough  or  hemoptysis.  The  patient  did 
not  smoke.  Several  years  ago,  the  patient  did  have  an  epi- 
sode of  pulmonary  problems  in  which  there  was  hemoptysis. 
PHYSICAL  EXAMINATION:  Well  developed,  well  nour- 
ished elderly  lady,  temperature  99.6°F,  pulse  82/min  and 
regular,  respirations  20/min  and  regular,  blood  pressure 
160  systolic,  90  diastolic. 

Examination  of  the  head  and  neck  was  unremarkable. 
The  chest  revealed  a few  ronchi  at  the  right  base.  There 
was  no  tenderness  of  the  rib  cage  or  other  abnormality  to 
auscultation  or  percussion.  The  heart  was  within  normal 
limits  of  size  and  showed  a sinus  rhythm  without  murmurs. 
The  abdominal  and  pelvic  examination  were  within  normal 
limits.  The  rectal  examination  was  within  normal  limits. 
LABORATORY  DATA:  Urinalysis  dark  yellow,  cloudy, 
specific  gravity  1.014,  pH  6.5  negative  for  protein,  glucose, 
reducing  substances,  ketone  bodies,  trace  hemoglobin;  sedi- 
ment— 1 white  eell/hpf,  4-7  red  cells/hpf,  rare  hyaline  cast. 
Hemoglobin  11.7  gms/dl,  red  count  3.88  million/  mm1, 
hematocrit  35  vols/dl,  mean  corpuscular  hemoglobin  31 
micromicrograms,  mean  corpuscular  volume  88  cubic  mi- 
cra,  mean  corpuscular  hemoglobin  concentration  34%,  total 
leukocyte  count  7500/mm:f,  with  79%  segmented  neu- 
trophils, 1%  eosinophils,  19%  normal  lymphocytes  and  1% 
monocytes.  The  red  cells  were  normochromic,  normocytic 
and  the  platelets  normal  in  number  and  morphology  on 
smear.  A serologic  test  for  syphilis  was  nonreactive.  Aspar- 
tate aminotransferase  (SGOT),  total  bilirubin,  calcium,  total 
protein,  inorganic  phosphorus,  glucose,  blood  urea  nitro- 
gen, creatinine  were  within  normal  limits.  A uric  acid  was 
1.6  mgs/dl,  cholesterol  135  mgs/dl,  an  alkaline  phosphatase 
164  units/liter  (normal  up  to  120  units/liter).  Arterial  blood 
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**  Pathologist,  Laboratory  of  Clinical  Medicine  and  Sioux 
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***Pathologist,  Laboratory  of  Clinical  Medicine  and  Sioux 
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from  the  National  Cancer  Institute  of  the  National  Institute  of  Health 
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gases — pH  7.51,  pC02  29  mmHg,  C02,  content  25  meq/L, 
pO.,  62  mmHg,  CL,  saturation  93%.  Multiple  cultures  of 
the  sputum  for  acid  fast  and  fungus  organisms  revealed  no 
pathogens.  Three  sputum  smears  for  malignant  cells  were 
negative.  Chest  x-ray  showed  a right  lower  lobe  infiltrate 
and  a possible  hilar  mass.  The  prominent  hilar  shadow 
persisted  over  several  films.  Two  lung  scans  showed  no 
perfusion  of  the  right  lung.  A xenon  scan  showed  good 
ventilation  of  both  lungs.  Pulmonary  angiogram  showed  no 
perfusion  of  the  right  lung  due  to  an  obstructed  right  pul- 
monary artery.  An  electrocardiogram  showed  left  axis  devi- 
ation, an  occasional  premature  ventricular  contraction  and 
delayed  R wave  progression  with  T wave  changes  over  the 
anterior  septal  regions  suggestive  of  recent  or  old  anterior 
septal  subendocardial  infarction. 

The  patient  had  a mediastinoscopy  but  paratracheal  and 
bronchial  lymph  nodes  showed  anthracosis  with  no  evi- 
dence of  malignancy.  A bronchoscopy  was  negative.  A 
proctoscopy  was  also  negative.  The  patient  was  thought  to 
have  possible  pulmonary  embolus  or  tumor  obstructing  a 
pulmonary  artery.  She  was  anticoagulated  and  discharged. 
The  pleuritic  chest  pain  disappeared  but  the  patient  con- 
tinued to  have  some  dyspnea. 

Six  weeks  after  the  last  admission,  the  patient  was  read- 
mitted. She  had  required  oxygen  since  discharge  and  still  re- 
quired it  on  admission.  The  chest  pain  had  recurred. 

Physical  examination  revealed  an  irregular  rhythm  with 
a tachycardia  at  a rate  of  120/minute.  The  patient  con- 
tinued to  be  dyspneic  and  require  oxygen.  She  was  con- 
tinued on  anticoagulation  with  coumadin.  She  was  digital- 
ized for  paroxysmal  atrial  fibrillation  but  suffered  a cardiac 
arrest  and  died  after  29  days  of  hospitalization. 
LABORATORY  DATA:  Urinalysis,  light  brown,  cloudy, 
specific  gravity  1.018,  negative  for  protein,  glucose,  bile, 
trace  hemoglobin,  small  amount  of  ketone,  sediment  2-4 
white  cells/hpf,  0-1  red  cells/hpf.  Hemoglobin  11.0  gms/ 
dl,  total  leukoctye  count  7600/mm:i  with  75%  segmented 
neutrophils,  25%  lymphocytes,  2%  monocytes.  Other  labo- 
ratory data  were  unchanged  except  that  the  alkaline  phos- 
phatase was  still  slightly  elevated  on  a 12  panel  survey. 
Chest  x-rays  were  unchanged  except  a right  pleural  effu- 
sion was  now  evident.  Electrocardiogram  showed  atrial 
fibrillation  with  ventricular  tachycardia  and  marked  is- 
chemia on  the  anterior  and  posterior  walls. 

DR.  O’BRIEN:  This  case  was  indeed  a difficult  prob- 
lem. This  is  one  of  the  chest  films.  It  shows  the 
prominence  at  the  right  hilus  shown  in  the  protocol 
(Fig.  1).  The  patient  also  had  laminograms  which 
showed  an  ill-defined  density  in  this  region.  This 
was  thought  by  the  radiologists  most  likely  to  be  a 
neoplasm  with  perhaps  also  enlargement  of  hilar 
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Figure  1 

Mass  seen  at  right  hilus. 

lymph  nodes.  The  scan  studies  showed  absence  of 
perfusion  of  the  right  lung  with  normal  ventilation. 
This  was  consistent  with  pulmonary  artery  blockage. 
1 was  not  sure  whether  this  was  an  embolus  or 
infiltration  by  tumor.  Also,  there  was  the  possibility 
that  the  mass  at  the  right  hilus  represented  an  en- 
larged, dilated  pulmonary  artery.  A pulmonary 
angiogram  show  no  perfusion  to  the  right  lung 
and  this  led  us  to  the  diagnosis  of  pulmonary  em- 
bolus. When  we  did  the  bronchoscopy  and  medi- 
astinoscopy, we  only  had  the  straight  scope,  and  no 
tumor  was  visualized.  There  was  no  evidence  of 
malignancy  in  the  paratracheal  or  bronchial  lymph 
nodes.  Therefore,  with  no  evidence  of  tumor,  a diag- 
nosis of  pulmonary  embolism  was  made  and  the  pa- 
tient was  anticoagulated.  It  should  be  pointed  out 
that  the  patient  was  quite  dyspneic  and  even  if  tumor 
were  present,  a pneumonectomy  probably  would  not 
have  been  indicated  due  to  the  fact  that  this  patient 
might  not  have  been  able  to  tolerate  that  extensive 
a procedure. 

DR.  BARLOW:  After  the  initial  chest  film  was 
taken,  a ventilation  and  perfusion  scan  was  per- 
formed (Fig.  2).  The  top  part  of  the  study  shows 
the  ventilation  scan.  You  will  note  that  there  is  uni- 
form ventilation  of  all  lobes  of  both  lungs  in  this 
study  which  was  performed  in  the  posterior  view. 
The  ventilation  study  is  accomplished  by  having  the 
patient  inhale  133  Xenon  and  hold  her  breath  for 
approximately  20  seconds.  During  this  time  any 
areas  which  are  not  ventilated  can  be  noted.  Dur- 
ing the  remainder  of  the  study  the  patient  rebreathes 
room  air  so  that  a washout  study  of  the  radioactive 
gas  is  done.  Dr.  Boade  will  describe  this  later.  At 
this  point  we  can  only  point  out  that  the  ventilation 
is  normal.  In  contrast,  in  the  lower  portion  of  this 
picture,  one  can  see  an  abnormal  perfusion  scan. 
The  perfusion  study  is  performed  by  tagging  macro- 
aggregated  particles  of  albumin  with  99  metastable 


technetium.  After  intravenous  injection,  the  particles 
“hang  up”  in  the  lung  and  a pulmonary  arterial  per- 
fusion scan  can  be  accomplished.  In  this  case  there 
is  a striking  abnormality  with  no  perfusion  of  the 
entire  right  lung. 
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Figure  2 

Ventilation  scan  is  normal  (upper  two  rows).  Perfusion 
scan  shows  no  perfusion  of  right  lung  (lower  two  rows). 


I think  it  might  be  wise  at  this  point  to  discuss  the 
rationale  of  pulmonary  scanning.  The  first  procedure 
utilized  was  the  pulmonary  perfusion  scan.  This  is 
accomplished  by  tagging  macroaggregated  albumin 
or  microspheres  of  albumin  with  a radioactive  tracer 
such  as  99  metastable  technetium  as  described 
above.  After  intravenous  injection,  one  can  obtain 
an  idea  of  the  perfusion  of  the  pulmonary  artery.  If 
there  are  areas  where  the  pulmonary  artery  is  ob- 
structed, then  there  will  be  a lack  of  perfusion 
noted  on  the  scan.  Since  most  pulmonary  emboli  do 
not  cause  any  change  on  the  conventional  chest  x- 
ray,  the  presence  of  a normal  chest  x-ray  with  a 
defect  in  the  perfusion  scan  is  a good  indication  of 
pulmonary  embolism.  However,  we  came  to  realize 
that  perfusion  defects  or  multiple  perfusion  defects 
could  be  caused  by  a number  of  different  pathologic 
processes  within  the  lung.  Areas  of  pneumonia  or 
pleural  fluid  can  cause  perfusion  defects  but  with 
conventional  x-ray  these  could  be  detected.  How- 
ever, areas  of  decreased  ventilation  within  the  lung, 
either  due  to  bronchial  blockage  for  mechanical  rea- 
sons, asthma  or  areas  of  decreased  ventilation  in 
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chronic  lung  disease  also  cause  definite  perfusion 
defects.  The  reason  for  decreased  perfusion  in 
chronic  lung  disease  or  mechanical  bronchial  bron- 
chus is  that  whenever  an  area  of  lung  is  not  ventilat- 
ed, there  is  reflex  pulmonary  vasoconstriction  pro- 
ducing decreased  perfusion.  In  these  latter  cases  the 
chest  film  may  or  may  not  be  abnormal  in  these 
areas  corresponding  to  the  perfusion  defects.  There- 
fore, since  pulmonary  embolism  can  be  mimicked 
by  many  of  the  above  processes,  the  finding  of  a 
perfusion  defect  is  not  diagnostic  of  pulmonary  em- 
bolism even  if  the  chest  film  is  normal. 

With  the  advent  of  the  ventilation  scan,  the  spe- 
cificity of  perfusion  scanning  was  improved.  In  a 
patient  with  suspected  pulmonary  embolism,  a per- 
fusion scan  is  usually  the  first  procedure  indicated. 
If  a four  view  lung  scan  is  normal,  pulmonary  em- 
bolism is  unlikely.  If  there  are  one  or  more  per- 
fusion defects,  and  the  conventional  x-ray  does 
not  explain  the  situation,  then  the  ventilation  scan  is 
employed.  When  this  is  done,  the  characteristic  pat- 
tern in  pulmonary  embolism  is  to  have  a perfusion 
defect  with  the  corresponding  area  being  normally 
ventilated  lung  on  the  ventilation  scan.  The  area 
will,  of  course,  also  be  normal  by  chest  x-ray.  When 
these  criteria  are  met,  there  is  a very  high  proba- 
bility that  pulmonary  embolism  is  present.  However, 
if  the  defect  shows  both  decreased  ventilation  and 
decreased  perfusion  in  the  same  area,  the  probability 
of  pulmonary  embolus  is  considerably  lower.  This  is 
especially  true  if  there  is  an  abnormality  in  the  chest 
film  in  the  same  area.  In  our  patient  today,  there 
was  a normal  ventilation  scan,  absence  of  perfusion 
of  the  entire  right  lung  and  an  abnormal  chest  film. 
This  does  not  fit  the  above  criteria  of  pulmonary 
embolism.  In  addition,  defects  in  perfusion  due  to 
pulmonary  emboli  are  usually  segmental  and  do  not 
usually  involve  an  entire  lung.  Tumor  more  com- 
monly causes  loss  of  perfusion  to  an  entire  lung  but 
in  spite  of  this  other  diagnostic  studies  for  neo- 
plasm were  negative.  Certainly  with  a normal  venti- 
lation scan,  a negative  bronchoscopy  and  a pul- 
monary angiogram  showing  definite  pulmonary 
blockage,  we  know  that  the  problem  was  definitely 
in  the  pulmonary  artery  and  not  due  to  bronchial 
obstruction.  Perhaps  Dr.  O'Brien  will  say  a few 
words  about  pulmonary  angiograms. 

DR.  O’BRIEN:  The  technique  used  was  the  flush 
technique.  The  radiologist  canulated  the  antecubital 
vein  on  each  side  and  injected  50  ccs  of  dye  into 
each  side.  There  was  no  perfusion  to  the  right  side 
at  all  in  this  patient  as  mentioned.  Pulmonary  angi- 
ography can  be  more  refined  by  threading  catheters 
into  the  right  ventricle  and  then  the  pulmonary 
artery.  In  this  way,  selective  angiography  can  be 


performed.  The  catheter  may  be  introduced  into 
branches  of  each  pulmonary  artery  if  necessary.  As 
Dr.  Barlow  has  suggested,  blood  is  shunted  away 
from  various  areas  in  the  lung  because  of  reflex 
vasoconstriction  when  ventilation  does  not  occur  in 
a particular  pulmonary  region.  Flush  technique  can 
occasionally  be  abnormal  due  to  this  phenomenon. 
Selective  catheterization  gives  one  much  better  delin- 
eation of  the  process  blocking  the  pulmonary  ar- 
tery. Pulmonary  angiography  used  in  this  way  can 
be  used  to  diagnose  angenesis  or  hypoplasia  of  the 
pulmonary  artery  as  well  as  acquired  blockages  of 
the  pulmonary  artery  such  as  pulmonary  embolus  or 
neoplasm.  In  this  patient,  we  demonstrated  definite 
blockage  of  the  pulmonary  artery.  Although  we 
were  suspicious  of  tumor,  the  patient  probably  could 
not  have  tolerated  a pneumonectomy  and  because 
we  could  not  rule  out  pulmonary  embolism,  she 
was  anticoagulated. 

DR.  BARLOW:  The  patient  did  die  and  the 
striking  finding  at  autopsy  was  that  the  right 
main  pulmonary  artery  was  completely  occlud- 
ed by  an  adherent  red  4x4x3  cm.  friable  mass. 
Grossly,  the  process  could  not  be  seen  extending  out 
of  the  pulmonary  artery  into  the  surrounding  paren- 
chyma. The  diagnosis  of  pulmonary  embolus  was 
made.  However,  no  source  of  thrombi  was  found 
in  the  pelvic  or  leg  veins. 

Microscopic  section  of  the  pulmonary  artery  re- 
vealed that  the  process  causing  the  arterial  blockage 
was  neoplasm  which  extended  beyond  the  pulmo- 
nary artery  for  a short  distance  in  rare  areas  into  the 
pulmonary  parenchyma.  The  large  majority  of  the 
tumor  was  in  the  pulmonary  artery.  The  tumor  pro- 
truded into  the  right  ventricle  but  certainly  did  not 
arise  from  it.  Microscopic  examination  showed  the 
tumor  to  be  a highly  malignant  neoplasm  which 
showed  the  formation  of  abortive  vessels  as  well  as 
one  area  of  osteoid  with  incipient  calcification  (Figs. 
3,  4,  and  5).  Because  of  the  spindle  cell  nature  of 
the  tumor  in  many  areas  and  because  of  the  forma- 
tion of  osteoid  and  neoplastic  vessels,  1 called  this 
a mesenchymal  sarcoma  arising  in  the  pulmonary 
artery.  One  could  say  that  the  tumor,  since  it  in- 
volved the  pulmonary  tissue,  arose  in  the  pulmonary 
parenchyma  and  then  invaded  the  pulmonary  artery. 
This  is  unlikely  since  most  of  the  tumor  was  certainly 
within  the  artery.  We  did  exclude  the  possibility  of 
the  tumor  arising  from  a bronchus  by  careful  dissec- 
tion. We  excluded  metastatic  neoplasm  by  examin- 
ing the  other  organs  with  a complete  autopsy  and 
found  no  tumor  in  any  other  sites.  In  fact,  the  only 
other  major  finding  at  autopsy  was  focal  pulmo- 
nary infarction  in  the  right  lung  due  to  arterial 
occlusion  by  this  tumor.  There  was  mild  coronary 
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heart  disease  and  multiple  duodenal  erosions. 


Figure  3 

Periphery  of  tumor  invading  Sung  showing  dark  area  repre^ 
senting  calcification  in  osteoid  formed  by  tumor. 


Figure  4 

Closeup  of  osteoid  with  calcification  in  tumor. 
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Figure  5 

Tumor  showing  vascular  spaces  with  occasional  red  cells. 
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FINAL  DIAGNOSES 

1.  MESENCHYMAL  SARCOMA  ARISING 
IN  THE  REGION  OF  THE  RIGHT  PUL- 
MONARY ARTERY  AND  HILUM. 


2.  PULMONARY  INFARCTION  RIGHT 
LUNG,  FOCAL,  PERIPHERAL. 

3.  PLEURAL  EFFUSION,  BILATERAL, 
SEROUS. 

4.  CORONARY  HEART  DISEASE,  MILD. 

5.  DUODENAL  EROSIONS,  MULTIPLE. 

Sarcomas  of  the  pulmonary  artery  have  certainly 

been  described.  Also  mesenchymal  sarcomas  of  the 
lung  have  been  described  but  I could  not  find  one 
originating  in  the  pulmonary  artery.  I would  like 
Dr.  Boade  now  to  illustrate  some  cases.  He  has  de- 
veloped ventilation  scanning  at  our  hospital. 

DR.  BOADE:  The  first  case  is  a young  girl  who  de- 
veloped severe  sudden  shortness  of  breath.  She  was 
on  birth  control  pills.  You  will  note  that  there  is  a 
perfectly  normal  ventilation  scan,  but  the  perfusion 
scan  shows  bilateral  segmental  perfusion  defects 
(Fig.  6).  Segmental  means  that  they  show  a pattern 
of  distribution  similar  to  the  pulmonary  segments. 
This  is  characteristic  of  pulmonary  embolism.  Her 
chest  film  was  normal.  I think  there  can  be  little 
question  of  the  fact  that  this  patient  had  pulmonary 
embolism.  She  fulfills  all  three  diagnostic  criteria — 
normal  chest  film,  normal  ventilation  scan  and  seg- 
mental perfusion  defects  after  radionuclide  perfu- 
sion study.  I might  point  out  that  this  ventila- 
tion scan  shows  a normal  pattern  of  washout  in  addi- 


Figure  6 

Typical  pulmonary  embolus.  Normal  ventilation  scan  (upper 
two  rows)  with  multiple  bilateral  segmental  perfusion  de- 
fects (lower  two  rows). 


24 


SOUTH  DAKOTA 


tion  to  its  uniform  ventilation.  The  first  few  views 
are  breath-holding  views  of  20  seconds,  but  in  the 
remainder  of  the  studies  the  patient  breathes  room 
air  and  washes  out  the  radionuclide.  The  views  are 
taken  at  20  second  intervals.  Normal  washout  is 
complete  in  both  lungs  in  all  areas  in  100  seconds 
in  the  normal  patient. 

The  next  case  shows  a study  done  on  an  elderly 
gentleman  who  is  presented  to  demonstrate  the  fact 
that  we  cannot  always  make  the  diagnosis  and 
other  diagnostic  modalities  must  be  considered. 
There  is  a defect  in  both  ventilation  and  perfusion 
studies  in  the  lower  portion  of  the  right  lung  (Fig. 
7).  The  chest  x-ray  also  showed  an  infiltrate  in  this 
region.  Two  repeat  studies  on  this  patient  showed  a 
similar  process.  In  this  case  the  probability  of  a pul- 
monary embolism  is  low.  However,  this  patient  most 
likely  had  a pulmonary  infarction  causing  the  ab- 
normality. The  patient  had  thrombi  demonstrated  on 
a venogram  of  the  legs.  Clinically  he  also  had 
thrombophlebitis.  It  must  be  emphasized,  however, 
that  in  most  instances  pulmonary  emboli  do  not 
cause  infarction.  The  presence  of  a normal  chest 
x-ray  accompanied  by  a perfusion  defect  and  a nor- 
mal ventilation  scan  will  make  the  diagnosis  of  pul- 
monary embolism  with  reasonable  certainty.  When 
pulmonary  infarction  occurs,  it  is  hard  for  the  tech- 
niques of  nuclear  medicine  to  differentiate  pulmo- 
nary infarction  from  pneumonia  or  other  abnormali- 
ties. 


Figure  7 

Defect  in  perfusion  and  ventilation  to  right  lower  lobe. 
Low  probability  of  pulmonary  embolus  (ventilation — upper 
two  rows,  perfusion — lower  two  rows). 

The  ventilation  study  can  present  some  prob- 
lems. The  perfusion  scan  can  be  done  on  very  old 
patients,  but  the  ventilation  scan  requires  patient 
cooperation.  The  patient  has  to  use  a mouthpiece 
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which  is  connected  to  the  radioactive  xenon  con- 
tainer. The  patient  must  breath  hold  for  20  seconds, 
and  then  must  rebreathe  room  air.  During  this  time, 
the  patient  must  not  move  so  images  can  be  taken. 
Often  very  sick  patients  cannot  do  this.  In  one  pa- 
tient we  had,  the  perfusion  scan  showed  multiple  bi- 
lateral segmental  defects  and  the  ventilation  scan 
was  very  faint  but  showed  uniform  ventilation.  The 
patient  could  not  continue  further.  However,  it  was 
enough  to  confirm  the  diagnosis  pulmonary  em- 
bolism in  this  case. 

*DR.  CHARLES  SULLIVAN:  You  would  think 
that  a situation  where  there  is  an  abnormal  chest 
x-ray,  with  a perfusion  defect  and  a ventilation  de- 
fect would  be  rather  frequent.  This  makes  it  diffi- 
cult to  make  the  diagnosis  of  pulmonary  embolism 
in  these  cases. 

DR.  BARLOW:  That  is  correct.  Fortunately,  most 
emboli  do  not  cause  infarction  and  you  do  have 
the  negative  chest  film  and  normal  ventilation  to 
help  you.  However,  in  cases  of  true  pulmonary  in- 
farction one  has  to  go  on  to  a more  definitive  study 
like  pulmonary  angiography.  In  this  regard.  Dr.  Mc- 
Neil has  recently  written  an  article  in  the  Journal  of 
Nuclear  Medicine2  in  which  she  makes  certain  rec- 
ommendations for  pulmonary  angiography.  The  first 
is  the  situation  in  which  there  is  a single  perfusion 
defect  which  involves  a whole  lung  or  a whole  lobe. 
This  is  well  illustrated  by  our  patient  today.  As  I 
pointed  out,  segmental  defects,  especially  when 
they  are  multiple  and  bilateral  are  much  more  likely 
to  be  pulmonary  emboli  than  the  failure  to  visualize 
a whole  lung.  The  latter  is  really  more  common  in 
lung  carcinoma.  A second  indication  which  Dr.  Mc- 
Neil suggested  for  pulmonary  angiography  was  in 
cases  in  which  there  are  multiple  segmental  or  seg- 
mental and  subsegmental  perfusion  defects,  but  the 
ventilation  study  is  not  available.  This  certainly  ap- 
plies to  a number  of  small  hospitals.  Some  of  these 
patients  certainly  might  require  pulmonary  angiogra- 
phy. A third  indication  is  one  in  which  there  are 
multiple  subsegmental  defects  which  are  associated 
with  a normal  ventilation  scan.  Pulmonary  emboli 
usually  do  not  give  subsegmental  defects,  but  the 
presence  of  a normal  ventilation  scan  would  raise 
the  possibility  that  emboli  are  present.  Therefore, 
definitive  pulmonary  angiography  is  indicated  in 
these  cases.  The  next  indication  is  in  cases  in  which 
the  perfusion  defect  or  defects  match  the  radiograph- 
ic abnormalities.  This  is  what  Dr.  Sullivan  re- 
ferred to.  The  last  indication  for  pulmonary  angi- 
ography is  when  multiple  perfusion  defects,  some  of 
which  are  accompanied  by  normal  ventilation  and 
some  of  which  have  diminished  ventilation,  are 
present. 
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In  summary,  I think  that  generally  the  perfusion 
scan  and  routine  chest  film  should  be  used  as  initial 
procedures  in  patients  suspected  of  pulmonary 
embolism.  If  the  scan  is  a normal  four  view  study, 
pulmonary  embolism  is  not  present.  If  perfusion  de- 
fects are  demonstrated,  a ventilation  scan  is  indi- 
cated. If  a clearcut  diagnosis  is  still  not  possible, 
pulmonary  angiography  is  employed  as  illustrated 
above. 

DR.  O’BRIEN:  I think  there  are  several  findings 
which  should  have  led  us  away  from  the  diagnosis 
of  pulmonary  embolus  in  this  case.  1)  The  patient 
had  no  peripheral  signs  of  thrombophlebitis,  2)  the 
whole  lung  was  not  perfused  rather  than  the  more 
typical  segmental  defects  of  pulmonary  embolism, 
3)  the  abnormal  chest  x-ray,  4)  the  patient  did  not 
respond  to  adequate  anticoagulation  over  a period 
of  several  weeks.  1 might  also  again  stress  that  se- 
lective pulmonary  angiography  is  now  available  and 
can  actually  diagnose  some  pedunculated  tumors 
which  occasionally  occur  in  the  pulmonary  artery. 
This  technique  should  be  very  helpful  in  the  future. 
*DR.  DORENCE  ENSBERG:  I think  that  it  is  in- 
teresting that  Dr.  Boade  mentioned  that  even  very 
sick  patients  can  breath  hold  for  20  seconds.  This 
is  one  of  the  differential  points  between  a patient 
with  real  pulmonary  disease  and  psychosomatic  pul- 
monary disease.  If  you  ask  a patient  to  hold  his 
breath  who  has  psychosomatic  pulmonary  disease, 
he  cannot  do  it  but  patients  who  have  real  lung  dis- 
ease, usually  can  breath  hold  for  this  period  of  time. 
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Send  to:  North  Central  Medical  Conference 

American  National  Bank  Building,  Suite  900 

101  East  5th  Street 

St.  Paul,  Minnesota  55101 


Enclosed  is  my  check  for  $ _ 
($200  per  person)  as  deposit. 


Name(s) 


Home  Address 

(LAST) 

(FIRST) 

(SPOUSE) 

City 

State 

Zip 

A Non-Pgqimpnted  MIMT  — AW  Deluxe  Adventure 


President’s  Page 


As  you  read  this  message,  our  legislative  bodies,  both  State  and  National,  will  be  in  session. 

Your  Legislative  and  Professional  Liability  Commissions  have  had  special  meetings  in  December  to  estab- 
lish what  legislation  shall  be  introduced  and  what  priorities  shall  be  established  on  a State  level. 

All  of  you  have  been  informed,  either  by  the  Grab  Bag  or  a letter  from  me,  as  to  what  these  will  be.  It  is  of 
prime  importance,  irrespective  of  your  political  affiliation,  that  each  one  of  you  acquaint  yourself  with  your 
legislators  and  inform  them  of  our  legislative  problems  and  our  opinions  on  the  same. 

We  have  two  excellent  lobbyists  in  Bob  Johnson  and  Dave  Gerdes  of  Pierre.  Your  Council  also  has  author- 
ized the  hiring  of  a part-time  secretary  for  this  session. 

We  also  will  be  closely  following  the  U.  S.  Congress.  The  Talmadge  Bill  will  be  re-introduced  with  all  of 
its  far-reaching  ramifications. 

Under  a new  President,  we  will  have  some  form  of  a National  Health  plan.  What  form  and  how  much  re- 
mains to  be  seen. 

All  of  you  will  be  kept  abreast  of  the  proceedings  and  programs.  I hope  that  if  we  call  on  you  for  special 
personal  assistance,  you  will  willingly  supply  the  same. 


F.  D.  Leigh,  M.D.,  President 

South  Dakota  State  Medical  Association 
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Providing  . 
rug  Information 

to  Physicians 


RKCENT  CHANGES 
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Drug  firms  challenge 
•MAC'  roles 


Health  care  doesn’t 
need  more  red  tape 


WMwmm. 


THERE  ARE  A 
LOT  OF  PEOPLE 
GETTING  BETWEEN 
YOU  AND YOUR 
PATIENT. 

Medicine  today  is  in  the  spotlight,  subjected  to  all 
kinds  of  scrutiny.  Your  control  over  patient  therapy  is 
being  monitored,  judged  and  occasionally  abrogated, 
sometimes  by  unknown  third  parties. 

The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
tionship between  you  and  your  patient  will  be  weakened, 
without  offsetting  benefits.  Consider  three  examples: 

Drug  Substitution  In  most  states,  pharmacy  laws, 
regulations  or  professional  custom  stipulate  that  your 
non-generic  prescriptions  be  filled  with  the  precise  prod- 
ucts you  prescribe.  But  in  the  last  five  years,  a dozen  or 
more  State  laws  have  been  changed,  permitting  the  phar- 
macist in  most  cases  to  select  a product  of  the  same 
generic  drug  to  fill  any  prescription. 

Ironically,  this  dilution  of  physician  control  has 
taken  place  against  a background  of  growing  evidence 
that  purportedly  equivalent  drug  products  may  be  in- 
equivalent, since  neither  present  drug  standards  nor  their 
enforcement  are  optimal.  In  fact,  the  FDA  itself  says  it 
has  not  enforced  the  same  standards  for  hundreds  of 
“follow-on”  products  that  it  had  applied  to  the  original 
NDA  approvals.  Thus  physician  control  over  patient 
therapy  is  being  eroded  with  a risk  that  patients  may  be 
exposed  to  drugs  of  uncertain  quality. 

The  major  advertised  claim  for  substitution  is  reduced 
prescription  prices  for  consumers.  Yet  no  documentation 
of  any  significant  savings  has  been  produced. 

MAC  Maximum  Allowable  Cost,  MAC  for  short,  is 
a Federal  regulation  designed  to  cut  the  Government’s 
drug  bill  by  setting  price  ceilings  for  drugs  dispensed  to 
Medicare  and  Medicaid  patients.  Unless  the  prescriber 
certifies  on  the  prescription  that  a particular  product  is 
medically  necessary,  the  Government  intends  to  pay  only 
for  the  cost  of  the  lowest-priced,  purportedly-equivalent, 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 

The  drug  lag  The  future  of  drug  and  device  re- 
search depends  upon  a scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $ 1 billion  of  its  own  funds  and  evaluating 
more  than  1,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a major  barrier  to  the  flow  of  new 
drugs  to  your  patients : The  cost  of  the  research  is  more 
than  ten  times  what  it  was,  per  product,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 
years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That’s  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  futures. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  Washington. 

It  could  make  a difference  in  your  practice  tomorrow. 


Ill 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W,  Washington,  D.C.  20005 


Letters  To  The 

Editor 

Letter  to  Editor 

The  subject  of  diethylstilbestrol  (DES)  expo- 
sure in  utero  is  a familiar  one  to  members  of  the 
South  Dakota  State  Medical  Association.  You  may 
know  that  the  National  Cancer  Institute’s  Division  of 
Cancer  Control  and  Rehabilitation  is  directing  a 
study  in  four  institutions,  called  the  DESAD  project, 
of  DES-associated  vaginal  and  cervical  irregularities 
and  the  rare  instances  of  clear-cell  adenocarcino- 
ma that  occur  in  DES-exposed  daughters. 

A pamphlet  entitled  INFORMATION  FOR 
PHYSICIANS— DES  EXPOSURE  IN  UTERO  has 
been  published  by  the  Office  of  Cancer  Communi- 
cations of  the  National  Cancer  Institute.  This  infor- 
mation is  very  important  to  every  physician  in  this 
country  who  is  at  all  likely  to  be  contacted  concern- 
ing DES  exposure  in  utero  and  answers  questions 
asked  by  both  physicians  and  patients. 

Two  other  publications  on  this  subject, 
QUESTIONS  AND  ANSWERS  ABOUT  DES  EX- 
POSURE BEFORE  BIRTH  and  WERE  YOU  OR 
YOUR  DAUGHTER  BORN  AFTER  1940?  have 
also  been  published.  All  three  pamphlets  are  avail- 
able at  no  charge  by  contacting: 

National  Cancer  Institute’s  Office  of  Cancer 
Communications 
Bethesda,  MD  20014 

Sincerely  yous, 

Frank  J.  Rauscher,  Jr.,  Ph.D. 
Director,  National  Cancer  Program 


The  Endowment  Association  ad  which  appeared  on 
page  4 of  the  December  1976  issue,  was  in  error. 
The  ad  listed  sponsoring  members  for  the  year  1975 
rather  than  1976  as  stated.  Sponsoring  members  for 
1976  will  be  listed  in  an  upcoming  issue. 


NATIONAL  LIMBS,  INC. 

620  West  1 8th  Street 
Sioux  Falls,  South  Dakota 
Manufacturer  of  orthopedic  appliances, 
artificial  limbs,  and  surgical  supports. 


FAMILY  PRACTITIONER 
WANTED 

Three  family  physicians  with  large 
hospital  practice  wish  fourth  associate 
who  is  board  eligible  to  join  busy 
family  practice.  Located  in  Waterloo, 
Iowa,  a northeast  Iowa  community  of 
75,000.  All  records  dictated  on  the 
Problem  Orientated  Medical  Records 
System. 

Contact:  Ronald  R.  Roth,  M.D. 
and 

Ronald  D.  Flory,  M.D. 
Theodore  S.  Lederman,  M.D. 
6T 1 Black’s  Bldg. 

Waterloo,  IA  50703 


VEHICLE  LEASING 

can  be  a real  tax  savings  plus  the  con- 
venient way  to  fill  your  transportation 
needs.  Any  brand  or  type  of  vehicle 
available. 

Specializing  in 

Mark  V’s  and  Lincoln  Continentals 
Attractive  prices  on  direct  purchases. 

TILTON  MOTORS  OF  SIOUX  FALLS 

Jon  Kolseth,  Lease  Manager 
P.O.  Box  1 293 
West  41  st  Street 
Sioux  Falls,  SD  571 01 
Phone:339-3502 
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SOUTH  DAKOTA 
CHAPTER 
NEWS 

SOUTH  DAKOTA  ACADEMY  OF  FAMILY  PHYSICIANS 
3001  South  Holly  Avenue 
Sioux  Falls,  SD  57105 


VICE  PRESIDENT  SPEAKS 

The  new  year  brings  about  a new  legislative  ses- 
sion with  new  problems  and  new  possible  solutions. 
The  Board  of  Regents  for  many  months  has  been 
discussing  the  educational  problems  of  South  Dakota 
and  has  suggested  many  changes,  some  which  may 
be  good  and  some  which  may  be  bad.  In  any  event, 
these  problems  are  very  important  to  each  and  every 
doctor  in  the  state,  not  only  as  a physician  but  also 
as  a parent.  There  has  been  some  discussion  in  the 
newspaper  about  possibly  dropping  parts  of  or  all 
postgraduate  education  from  many  of  the  schools 
in  the  state.  If  serious  discussion  continues  on 
dropping  master’s  degree  programs  and  doctorate 
degree  programs  in  other  areas  of  education,  it 
won’t  be  long  before  somebody  suggests  re-evalua- 
tion of  the  position  of  the  Medical  School.  We  all 
know  that  this  is  a very  costly  education  per  per- 
son, but  if  we  are  going  to  have  medical  education 
in  the  state  of  South  Dakota,  this  cost  must  be 
carried  by  the  state.  Two  years  ago  they  decided  on 
a degree  granting  school  and  we  are  now  in  the 
phase  where  this  spring  we  will  be  graduating  our 
first  M.D.’s.  I would  hate  to  have  the  legislature 
reverse  its  commitment.  The  drought  has  been 
tough  and  we  all  understand  its  economic  impact 
to  our  state,  but  because  times  are  tough  now,  we 
wouldn’t  want  to  have  them  take  a position  or 
direction  that  would  be  very  harmful  to  the  growth 
of  the  state  of  South  Dakota  in  the  next  fifty  years. 

All  the  doctors  in  the  state  are  going  to  have  to 
make  an  extra  effort  this  year  on  the  primary  care 
residency  programs  to  see  if  we  can  get  some  money 
funded  from  the  legislature  to  develop  and  con- 
tinue these  programs.  As  members  of  the  Academy 
of  Family  Physicians  in  South  Dakota  we  all  have 
a special  interest  in  the  Family  Practice  Residency 
Program  and  we  must  all  give  it  all  the  support 


we  can  to  see  that  it  is  maintained  and  continued. 
Each  physician  should  again  become  familiar  with 
this  program,  be  familiar  with  the  bill  that  is  being 
proposed,  and  take  the  time  to  personally  talk  to 
your  area  legislators  on  this  very  important  bill.  South 
Dakota  needs  a reliable  source  of  well-trained  physi- 
cians as  the  existing  physicians  in  the  state  of  South 
Dakota  retire  and  discontinue  their  practice. 

James  E.  Ryan,  M.D. 


More  CME  Opportunities 

Need  more  hours?  The  Georgia  AFP  offers  two 
1977  Refresher  Correspondence  Courses: 

— Family  Medicine  Update,  100  hours,  prescribed. 
Deadline:  April  1977. 

— Primary  Care  for  the  Newborn,  30  hours,  pre- 
scribed. Deadline:  February  1977. 

For  registration  information  write: 

GAFP  Educational  Foundation 
Suite  205,  1 1 Corporate  Square 
Atlanta,  GA  30329 


Continuing  Medical  Education  Study  Cards 

Be  sure  to  get  these  cards  completed  for  1976  and 
send  them  to  National.  This  program  of  recording 
your  CME  will  be  continued  in  the  future — no  more 
billfold  cards  will  be  necessary. 


Black  Hills  Winter  Seminar 

February  3-5,  1977,  Holiday  Inn  of  the  Northern 
Hills,  Spearfish.  Hope  to  see  you  there! 
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Why  Pay 
Taxes  On  Your 
Investment  Income? 
Get  The  Facts  On 


nuveen 

/i\ 


Tax-exempt 
Bond  Fund 


The  Nuveen  Tax-Exempt  Bond  Fund  is  a broadly  diversified 
portfolio  of  professionally  selected,  high  quality  municipal 
bonds.  With  an  investment  in  a Nuveen  Fund,  you  may  select 
monthly,  quarterly  or  semi-annual  distributions  of  vour  inter- 
est income,  which  are  free  from  all  Federal  income  taxes,  in 
the  opinion  of  counsel 

Learn  w»hy  investors  have  purchased  more  than  Sl34  billion 
in  Nu veen-sponsored  bond  funds  since  1961 


This  is  neither  an  offer  to  sell  nor  a solicitation  <>l  an  offer  to  buy  any  Units 
of  the  Fund  The  offering  of  Units  is  made  on1\  b\  the  Prospectus  and  only  in 
those  states  in  which  Units  may  legally  be  offered 


ST.  PAUL  INVESTORS.  INC. 

MUTUAL  FUNDS  AND  INSURANCE 
AGENT  FOR 
VARIABLE  ANNUITIES 
PENSION  & PROFIT  SHARING  PLANS 
TAX  EXEMPT  BOND  FUNDS 


I GRANT  M.  NITTEBERG  I 

! DISTRICT  MANAGER  1112  S.  WILLOW  AVE.  a 

i RES:  (605)  339-0654  SIOUX  FALLS.  S.  D.  57105  ‘ 

I Mail  this  coupon  for  a prospectus  containing  more  complete  infor-  ’ 

■ motion,  including  all  charges  and  expenses  Read  it  carefully  before 
. you  invest  Send  no  money  “ 

I NAME I 

• ADDRESS i 

CITY STATE ZIP ■ 

’ TEI 

@ BUSINESS  HOME  [' 

L_  _ , I 


You  need  us 
for  the  same  reasons 
your  patients 
need  you. 


You're  sought  out  for  your  skills,  your  experience, 
your  expertness  in  your  field,  because  you're  a 
professional.  So  when  your  family's  financial  future 
is  at  stake,  and  you  need  help  in  planning  that 
future  . . . doesn't  it  make  sense  to  seek  out  the  same 
degree  of  professionalism?  Of  course  it  does. 

Together  we  can  review  the  many  options  you  might 
exercise  in  your  estate  and  tax  planning.  Options 
like:  trusts  under  will,  living  trusts,  short-term  trusts, 
or  life  insurance  trusts.  We  can  create  a solid, 
sound  estate  plan  that  exactly  custom-fits  your 
needs.  Both  present  and  future. 

Just  call  your  attorney  to  get  things  started. 


#FirstSiouxFalls 

Growing  with  you  ...  all  the  way 


MAIN  OFFICE  • EXPRESS  BANK  . WESTERN  MALL  BRANCH 
INDUSTRIAL  BRANCH  . EMPIRE  BRANCH 

The  First  National  Bank  in  Sioux  Falls  Member  F.D.I.C. 


THE  ST.  PAUL 

COMPANIES 
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This  Is  Your 


Medical  Association 


St.  Luke’s  Hospital,  Aberdeen, 
has  begun  preliminary  work  on 
the  establishment  of  a hospital 
sponsored  group  medical  practice 
which  will  offer  general  medical 
care  to  entire  families,  such  plan 
made  possible  by  a grant  from 
the  Robert  Wood  Johnson  Foun- 
dation. Physicians  who  have  been 
selected  to  serve  on  a steering 
committee  for  the  group  practice 
include  James  Hovland,  M.D., 
Albin  Janusz,  M.D.  and  John 
Rodine,  M.D. 

* * * * 

A critical  care  medicine  work- 
shop on  cardio-pulmonary  disease 
sponsored  by  the  Department  of 
Respiratory  Therapy  at  McKen- 
nan  Hospital,  Sioux  Falls,  the 
USD  Medical  School  and  Upjohn 
Company  was  chaired  by  Michael 
Rost,  M.D.,  medical  director  of 
of  Respiratory  Therapy  Depart- 
ment at  McKennan  Hospital,  and 
Robert  Talley,  M.D.,  cardiologist 
at  the  Veterans  Administration 
Hospital.  Other  faculty  partici- 
pating in  the  workshop  included 
John  Donahoe,  M.D.,  Lowell 
Hyland,  M.D.,  Gregory  Naugh- 
ton,  M.D.  and  James  Reynolds, 
M.D.,  all  of  Sioux  Falls. 

* * * * 

William  C.  Fuller,  M.D.,  associ- 
ate professor  at  the  USD  Medical 
School,  Department  of  Psychiatry, 
talked  on  “Steps  to  Addiction 
Among  Health  Professionals”  at 
a workshop  in  Sioux  Falls  spon- 
sored by  the  Association  of  Op- 
erating Room  Nurses  of  the 
greater  Sioux  Falls  area. 


“Respiratory  Abnormalities  and 
Acid  Base  Balance”  was  the  sub- 
ject discussed  by  Alfred  Hart- 
mann, M.D.,  Sioux  Falls,  at  the 
District  II  South  Dakota  Associa- 
tion of  Nurse  Anesthetists  con- 
ference. 

* * * * 

R.  B.  Leander,  M.D.,  Sioux  Falls, 
was  inducted  into  the  Fellowship 
and  Life  Fellowship  in  the  Amer- 
ican Psychiatric  Association  in 
Miami,  Florida.  This  is  the  first 
time  the  association  has  inducted 
a physician  to  both  Fellowship 
and  Life  Fellowship  at  the  same 
time. 

* * * * 

Juan  Chavier,  M.D.,  Aberdeen, 
participated  in  the  first  of  eight 
sessions  of  the  Family  Asthma 
Program  for  Brown  County. 


The  South  Dakota  Medical 
School  Endowment  Board  of 
Directors  gratefully  acknowl- 
edges memorials  received  in 
memory  of  the  following 
physicians: 

Walter  Gysin,  M.D. 

Lyle  Hare,  M.D. 

W.  J.  Hage,  M.D. 

M.  M.  Morrissey,  M.D. 

Thomas  O'Toole,  M.D. 

Thomas  Reul,  M.D. 

Loyola  Taylor,  M.D. 


Dale  Berkebile,  M.D.,  Rapid  City, 
and  Kennon  Broadhurst,  M.D., 

Aberdeen,  were  inducted  as 
Fellows  of  the  American  College 
of  Surgeons  at  formal  convoca- 
tion ceremonies  held  recently  in 
Chicago. 

% :je 

William  R.  Taylor,  M.D.,  Aber- 
deen, has  been  selected  as  a state 
vice-councilor  for  the  Medical 
Alumni  Association  of  the  Bow- 
man Gray  School  of  Medicine  of 
Wake  Forest  University,  Winston- 
Salem,  North  Carolina. 

* * * * 


John  L.  Calene,  M.D.,  long- 
time Aberdeen  physician,  died 
at  age  8 1 in  Costa  Mesa,  Cali- 
fornia. Dr.  Calene  was  a grad- 
uate of  the  University  of  Kan- 
sas and  Rush  Medical  College, 
Chicago,  and  received  his 
residency  training  at  the  Mayo 
Clinic,  Rochester,  Minnesota. 
He  established  his  practice  in 
internal  medicine  in  Aberdeen 
in  1925  and  continued  there 
until  his  retirement  in  1975. 
He  was  the  first  diplomat  of 
the  board  of  internal  medicine 
in  South  Dakota,  he  was  past 
president  of  the  South  Dakota 
State  Medical  Association, 
and  he  was  a member  of  the 
American  College  of  Physi- 
cians and  the  American  Col- 
lege of  Cardiology.  Dr.  Calene 
is  survived  by  his  widow,  two 
daughters,  Mrs.  Marvin  Mun- 
yon  and  Mrs.  Joe  Watkins  and 
two  sons,  John  Jr.  and  Dr. 
James  Calene. 
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Last  year,  the  Endowment 
Association  collected  $22,939.50  in 
donations,  memorials,  Alumni  Association 
contributions  and  the  Dean’s  Fund. 

A total  of  $28,164.66  was  loaned  to 
students  at  the  School  of  Medicine  in 
Vermillion. 


Our  goal  is  to  balance  the  contributions  with  the 
amount  loaned.  We  need  your  continued  interest  and 
participation  to  reach  this  goal  and  to  provide  as 
much  assistance  to  the  students  as  possible. 


Won't  you  help  us  to  help 
today's  medical  students? 

Contributions  can  be  sent  to: 
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SOUTH  DAKOTA  MEDICAL  SCHOOL  ENDOWMENT  ASSOCIATION 

608  WEST  AVENUE,  NORTH 

SIOUX  FALLS,  SOUTH  DAKOTA  57104 


SOUTH  DAKOTA 
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DAKOTA  JOURNAL 
OF  MEDICINE 

Published  Monthly  by  the  S.D.  State  Medical  Assn. 


Pain:  Current  Concepts  and 
Management 

William  C.  Fuller,  M.D. 
Cecilia  M.  Roberts,  Ph.D. 
A.  Dale  Gulledge,  M.D. 


Volume  XXX  February  1977  Number  2 
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Problem  Solving  in  Diagnostics  and 
Therapeutics  of  Neurology 
Lecture  #16 — The  Treatment  of 
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The  authors  approach  pain  in  a com- 
prehensive fashion,  reviewing  neuro- 
anatomy,  diagnosis  and  treatment, 
with  emphasis  on  chronic  and  psycho- 
genic pain.  They  argue  that  the 
physician  needs  to  know  diagnostic 
principles  and  specific  treatments  of 
disease  processes,  including  analgesics, 
antidepressants,  and  relationship 
techniques.  Understanding  the  patient 
fully  entails  knowledge  of  the  ecology 
of  his  life  including  socio-cultural 
factors  such  as  differing  perceptions 
of,  responses  to,  and  meaning  of  the 
pain  to  cultural  groups.  Validation  of 
pain  as  real  and  careful  attention  to 
family  and  non-verbal  behavior  are 
crucial.  Common  pitfalls  in  the 
doctor-patient  relationship  and  means 
to  avoid  them  are  discussed. 


INTRODUCTION 

Pain  is  the  most  common  complaint  of  patients 
seeking  medical  advice.  Functioning  as  one  of  the 
body’s  early  warning  mechanisms,  it  is  useful  in 
the  discovery  of  organic  etiology  as  well  as  the 
removal  of  a person  from  further  injury.  Chronical- 
ly, pain  can  be  a source  of  frustration  and  very 
difficult  to  treat.  The  physician  needs  to  know 
diagnostic  principles,  specific  treatments  of  disease 
processes,  relationship  techniques,  analgesics,  anti- 
depressants, neuroanatomy,  and  understanding  of 
the  social  and  cultural  factors  which  may  result  in 
different  perceptions  of  and  responses  to  pain. 
Lastly,  he  needs  to  understand  the  source  of  pain 
as  interpreted  by  the  individual  and  of  the  processes 
underlying  the  “placebo  effect.” 

In  the  past  ten  years  some  neuroanatomy  concepts 
have  been  considerably  revised  and  these  new  con- 
cepts more  effectively  explain  how  painful  ordeals 
influence  the  curing  of  chronic  pain.  The  Indian 
Daktari  performs  trephanation  (incision  and  reflec- 
tion of  the  scalp  to  expose  and  scrape  the  periosteum 
without  analgesia  of  any  type),  and  it  cures  head- 
aches! Painful  treatments  are  also  currently  utilized 
in  many  other  cultures.  In  acupuncture,  for  instance, 
placement  of  the  needle  and  twirling  is  very  painful 
for  a few  seconds.  Again,  you  can  cure  pain  with 
pain.  Electrical  stimulation  to  the  acupuncture  site 
achieves  nearly  identical  results. (1)  Another  paradoxi- 
cal treatment  is  “ice  massage”  (rubbing  the  painful 
area  with  ice  directly  on  the  skin)  which  is  an  un- 
comfortable sensation  for  the  patient.  It  is  effective 
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in  reducing  the  primary  pain.  These  phenomena 
were  inexplicable  with  the  specificity  theory  of  pain 
(receptor,  spinothalamic  tract,  cortex,  etc.)  For 
this  and  other  theoretical  reasons  the  Gate  Theory 
was  created/21 

Neuroanatomical  theories  ask  more  questions 
than  they  supply  answers.  The  Gate  Theory  does 
offer,  however,  several  different  levels  at  which  pain 
can  be  treated.  These  are:  1)  the  sensory  input 
level,  2)  multiple  levels  to  increase  inhibitory  activ- 
ity (reticular  activity,  etc.),  3)  the  psychological 
(cognitive,  cortical,  behavioral  level),  4)  the  basal 
ganglion  level  (psychopharmacology,  cingulumo- 
tomy,  lobotomy,  etc.). 

Approach  to  the  Patient 

The  general  approaches  to  treatment  of  a pa- 
tient presenting  with  pain  are  as  follows: 

A.  Historically,  define  the  location,  duration  and 
course  of  pain  and  be  explicit  and  graphic 
about  the  pain  characteristics. 

B.  Develop  an  adequate  differential  diagnosis. 
Proceed  with  treatment  only  after  the  diag- 
nosis has  been  established/71 

Stephens  and  Brooks  have  compiled  a useful  list  of 
diagnostic  hints  in  regional  pain  syndromes  which  is 
shown  in  Table  1. 

Table  I 

Regional  Pain  Syndromes 

1.  In  well-localized  pain,  consider  first  and  intensively 
a localized  cause. 

2.  Persistent,  unexplained  pain  anywhere  in  the  body  is  a 
frequent  mask  for  depression. 

3.  Depressions  may  be  associated  with  serious,  undiagnosed 
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organic  disease,  notably  carcinoma  of  the  pancreas. 

4.  In  generalized  or  atypical  musculoskeletal  pain,  con- 
sider the  possibility  of  metastatic  malignancy  or  multi- 
ple myeloma. 

5.  In  elderly  patients  with  back  pain,  consider  osteoporosis. 

6.  Subacute  thyroiditis  is  an  occasional  cause  of  “sore 
throat”  and  cervical  plexus  neuralgia. 

7.  Lesions  in  the  oro-  or  hypopharynx  may  refer  pain  to 
the  ear. 


8.  Temporamandibular  joint  disease  is  a frequently-over- 
looked cause  of  atypical  face,  head,  or  ear  pain. 

9.  Temporal  arteritis  is  an  uncommon  but  urgently  impor- 
tant condition  causing  headache  and  marked  systemic 
symptoms. 

10.  In  any  severe  head  pain  with  protracted  vomiting,  con- 
sider glaucoma. 

11.  Brain  tumors  may  co-exist  with  any  sort  of  headache — 
or  with  none  at  all. 


The  Gate  Theory 


According  to  the  Gate  Theory  (see  Figures  1,  2 
and  3) 


Schematic  representation  of  the  gate  control  theory.  Aa, 
the  large  diameter  fibers,  connect  with  the  SG,  substantia 
gelatinosa,  and  the  V,  lamina  V or  spinal  transmission  cells. 
Inhibitory  activity  (-)  from  the  SG  cells  is  increased  by 
Aa  and  decreased  by  activity  of  A,  C (small  diameter) 
fibers.  The  lamina  V cells  represent  the  major  input  to  the 
spinothalamic  tracts  and  local  reflexes.  (Adapted  from 
Melzak  and  Wall,  Reference  3) 

A.  Transmission  of  nerve  impulses  upward  in  the 
spinal  cord  is  regulated  by: 

1.  The  relative  amount  of  activity  in  large 
diameter  and  small  diameter  fibers. 

2.  The  amount  of  inhibitory  firing  by  sub- 
stantial gelatinosa  (SG)  cells. 

B.  Large  diameter  cells  increase  the  amount  of 
SG  cell  firing  when  stimulated  whereas  small 
diameter  fiber  activity  inhibits  the  firing  of 
SG  cells  (small  open  the  gate,  large  close  the 
gate). 

C.  Descending  impulses  from  the  cortical  areas 
adjacent  to  the  somatosensory  cortex  also  in- 
hibit or  excite  spinal  cord  lamina  V cells. (3) 

D.  Axons  from  the  lamina  V cells  lead  to  the 
medial  thalamus  and  somatosensory  thalamus, 
with  collateral  to  the  spinal  cord  and  limbic 
midbrain  area.  Collaterals  to  the  spinal  cord 
lead  to  simple  withdrawal  of  reflexes.  It  is 
postulated  that  thalamic  and  cortical  connec- 
tion are  responsible  for  the  purely  sensory 
aspects  of  perception,  while  limbic  system 
connections  lead  to  unpleasant  emotions. (41-5) 


Figure  2 

Schematic  representation  of  the  major  pain  pathways  in- 
cluding spinal  gating  mechanism,  hypothalamic  connections, 
thalamic  connections;  limbic  system  connection  and  cortical 
connections.  SG  substantia  gelatinosa;  1 = spinal  transmis- 
sion cell;  11  = dorsal  medial  nucleus  of  the  thalamus;  SI, 
Sll  = sensory  cortex.  (Adapted  from  Wilson,  Reference  5) 

Many  additions  have  been  made  to  the  Theory 
in  the  past  ten  years.  (Figures  2 and  3) 

A.  The  brainstem  reticular  formation  exerts  a 
strong  inhibitory  influence  on  lamina  V cells 
transmission  as  well  as  on  the  thalamus  and 
cortex  (Melzack’s  Central  Biasing  Mecha- 
nism), and  inputs  from  visual,  auditory  and 
tactile  pathways. 

B.  The  spinothalamic  system  provides  the  purely 
sensory  discriminatory  aspects  of  pain,  but 
does  not  explain  the  emotional  and  evaluative 
aspects. 

C.  Reticular  and  limbic  system  structures,  when 
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12.  Always  palpate  the  location  of  the  pain.  You  may  dis- 
cover unsuspected  swellings  of  the  costal  cartilages 
(Tietze’s  syndrome),  tenosynovitis,  or  periostitis. 

13.  In  acute  burning  pain  with  radicular  distribution  any- 
where in  the  body,  consider  herpes  zoster,  erupted  or 
unerupted. 

14.  Burning  pain  in  the  feet  at  night  suggest  peripheral 
neuropathy  as  in  diabetes  mellitus. 

15.  The  most  frequent  cause  of  abdominal  pain  is  the  irrita- 
ble bowel  syndrome,  which  may  mimic  a variety  of 


other  abdominal  conditions. 

16.  Pain  in  the  shoulder  with  a full  range  of  motion  may 
be  due  to  brachial  plexus  compression  syndromes, 
especially  carcinoma  of  the  apex  of  the  lung  (Pancoast 
tumor). 

17.  Remember  that  cervical  roots  3 and  4 supply  sensation 
down  to  the  level  of  the  second  rib  anteriorly.  Supra- 
and  infraclavicular  chest  pain  may  be  due  to  cervical 
spine  disorders. 

18.  Proctalgia  fugux  is  a benign  but  painful  neuralgia  of 


Figure  3 

Schematic  diagram  of  sensory,  motivational,  and  affective 
determinants  of  pain.  Output  from  the  lamina  V cell  is 
the  major  input  to  the  sensory  portion  of  the  system.  All 
three  systems  are  shown  in  their  reciprocal  connections. 
(Adapted  from  Melzak  and  Wall,  Reference  3) 

activated,  provide  the  unpleasant  emotions 
and  strong  escape  behavior  often  characteris- 
tic of  pain. 

D.  Neocortical  activity  provides  the  evaluative 
portion  of  a painful  experience.  This  dimen- 
sion is  most  variable  in  terms  of  past  experi- 
ence and  learning.  Neocortical  activity  is  felt 
to  be  the  most  affected  by  behavioral  (or 
pharmacologic)  treatment  since  the  evaluative 
aspects  change  most. 

The  Gate  Control  Theory  provides  the  following 
explanations:*6' 

A.  Hyperalgesia 

Loss  of  large  fiber  input  results  (i.e.  periph- 
eral neuropathy)  in  lack  of  inhibition  of  the 
lamina  V or  “T”  cell  and  “opens  the  spinal 
gate.” 

B.  Pain  from  light  touch  or  warm  stimulus 

The  “open  gate”  from  lack  of  large  fiber 
input  in  phantom  limb,  allows  small  fiber 
input  to  cause  pain.  The  stump  contains 
numerous  regenerated  free  nerve  endings 
(small  fibers),  but  the  large  fibers  severed 
at  amputation,  do  not  regenerate.  This  results 
in  a chronically  open  gate  in  which  minimal 
sensory  input  activates  the  lamina  V cell. 

C.  Referred  pain 

Input  from  visceral  organs  connects  directly 
to  the  lamina  V cells.  Activity  of  these  cells 


is  also  modulated  by  the  amount  and  type 
(large/small)  of  cutaneous  input.  The  “trig- 
ger points”  of  the  physical  therapist  and 
“acupuncture  points”  also  correspond  to  “re- 
ferred pain”  areas.  It  is  felt  that  these  areas 
may  produce  a steady  level  of  small  fiber 
input  to  the  lamina  V cell.  Spontaneous  input 
from  the  trigger  point  areas  may  summate 
with  visceral  input  to  produce  the  referred 
pain. 

D.  Prolonged  Pain 

It  is  assumed  that  the  “open  gate”  and  re- 
sultant disinhibition  allows  spontaneous  “re- 
verberating circuits”  to  continue  their  activity 
indefinitely.  (See  Figure  4) 

E.  Strong  Stimulation  Reducing  Pain  (“Counter 
Irritation”) 

Pain  to  cure  pain  is  an  ancient  concept  still 
in  vogue  today  with  acupuncture  and  electrical 
stimulators.  It  is  theorized  that  the  intense 
stimulation  activates  large  fibers  which  cause 
SG  cell  inhibition  to  the  lamina  V,  even 
though  briefly  exceeding  the  threshold.  In 
addition,  multiple  secondary  inhibitory  activity 
from  the  reticular  formation  would  tend  to 
disrupt  “reverberating  circuits.” 


Schematic  representation  of  a reverberating  circuit.  Normal- 
ly axon  R excites  the  cell  for  transmission  via  the  S axon. 
Side  loop  ABC  then  inhibits  the  cell  to  prevent  further 
discharge  from  excitatory  loop  SE  blockage  of  side  loop 
ABC  via  drugs,  or  other  removal  of  sensory  input  allowing 
spontaneous  discharge  of  S via  the  reverberating  circuit. 
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the  rectum.  It  is  often  associated  with  neurosis. 

19.  Pain  in  the  hip  may  be  referred  to  the  knee. 

20.  Periostitis  may  occur  anywhere  in  the  skeleton  and  may 
follow  local  trauma,  especially  to  relatively  unprotect- 
ed bones,  such  as  the  sacrum  and  coccyx.  Local  injec- 
tion of  triamcinolone  may  provide  dramatic  relief. 

21.  X-ray  any  part  that  continues  hurting,  and  repeat  the 
X-ray  at  least  once  if  the  pain  continues. 

22.  Localized  pain  in  an  extremity,  pelvis,  or  back  occur- 
ring mainly  at  night  and  markedly  relieved  by  aspirin 
should  alert  one  to  the  diagnosis  of  osteoid  osteoma, 
even  in  the  absence  of  positive  radiographic  findings. 

23.  Many  diagnoses  of  “pleurisy”  are  erroneous.  Acute 
pleuritis  is  much  less  common  than  intercostal  neuralgia 
and  other  chest  wall  syndromes. 

C.  If  all  diagnostic  testing  is  negative,  and  the 

patient  still  has  pain,  it  is  important  to: 

1.  Get  a detailed  history  looking  for  pain 
reinforcers,  signs  of  depression,  past  short- 
lived and  unexplained  painful  episodes, 
plus  marital  and  social  history/7’9-10* 

2.  Do  an  adequate  mental  status  examination 
with  special  attention  to  depression,  reac- 
tion to  symptoms,  anxiety,  and  suggesti- 
bility. 

3.  Evaluate  the  family  system.  This  means 
have  some  member  of  the  health  care  team 
see  the  remaining  family  members. 

4.  Get  psychological  testing  to  look  for  signs 
of  depression  or  personality  problems/9101 

5.  Investigate  the  meaning  of  the  pain  source 
(e.g.  chest  pain)  and  of  symptoms  ac- 
companying the  pain. 

6.  Investigate  the  possibility  of  “secondary 
gains”  accruing  to  the  patient  from  his 
pain.  Does  the  patient  get  needed  attention 
from  others  only  when  in  pain?  Does  the 
pain  enable  the  patient  to  avoid  other  un- 
desirable situations  (e.g.  his  job  or  his 
social  obligations)?^’111 

7.  Consider  the  patient’s  social  and/or  ethnic 
group  membership  as  it  may  be  affecting 
his  pain  response. 

Analgesics 

If  unable  to  alter  the  etiology  of  pain,  what 
then?  How  do  we  make  the  patient  comfortable? 
In  the  patient  with  severe  acute  pain  (i.e.  myocardial 
infarction,  pancreatitis,  renal  colic  and  post- 
surgical)  one  should  begin  with  less  addicting 
agents  and  progress  until  the  pain  is  well  con- 
trolled. (See  Table  2).(10)  Since  the  agent  is  used 
acutely  in  a medical  setting  chances  for  addiction 
are  minimal.  The  patient  should  be  kept  comfortable 
by  giving  medications  on  a regular  basis  and  fre- 
quently enough  to  control  the  symptoms.  This  ap- 
proach will  actually  decrease  the  amount  of  medica- 
tion necessary  to  control  pain,  make  management 


Table  II 

Analgesics  for  Pain  Relief 


Nonaddictive 

agents 

Moderately  addictive 
agents 

Strongly  addictive 
agents 

Salicylates 

Codeine 

Morphine  and  its 
congeners 

(Dilaudid,  Pantopon, 
Numorphan) 

Salicylamide 

Propoxyphene  HCL 
(Darvon) 

Analine 

derivatives 

(Phenacetin, 

Tylenol) 

Ethohepatazine 

(Zactane) 

Synthetic  morphinan 
compounds  (Levo- 
Dromoran,  Romilar) 

Pyrazoline 

compounds 

(Azolid, 

Butazolidin, 

Oxalid, 

Tundearil) 

Pentazocine 

(Talwin) 

Meperidine  HCI  and 
related  compounds 
(Demerol,  Leritine, 
Nisentil) 

Mefenamic  acid 
(Ponstel) 

Methadone  and 
related  compounds 
(Dolophine, 
Sublimaze) 

Indomethacin 

(Indocin) 

easier  (since  the  patient  does  not  bother  the  nursing 
staff  as  frequently,  makes  fewer  phone  calls,  and 
decreases  clock  watching),  and  decrease  the  risk 
of  addiction. <12)  After  an  appropriate  time  interval, 
depending  upon  the  nature  of  the  disorder,  medi- 
cations should  be  decreased,  then  stopped. 

For  chronic  pain  problems  the  issues  often  are 
two:  (A)  One  need  not  worry  about  narcotic  addic- 
tion in  the  terminal  patient  with  severe  pain.  The 
gains  in  quality  of  life  outweigh  the  secondary 
problems  of  addiction.  (B)  For  many  other  types 
of  chronic  pain,  addiction  is  a major  problem.  The 
following  are  good  practices  to  follow: 

(1)  Keep  close  track  of  the  amount  of  medica- 

tion given  to  avoid  gradual  unrecognized  in- 
creases in  dosage.  Giving  nonrefillable 
prescriptions  and  tabulating  the  exact  num- 
ber of  medications  used  between  visits,  is  a 
good  practice. 

(2)  Limit  the  number  of  physicians  managing 

the  patient’s  pain  and  communicate  regular- 
ly. If  more  than  one  physician  is  involved, 
patients  will  tend  to  manipulate  one  physician 
against  the  other,  usually  resulting  in  unnec- 
essary increases  of  multiple  analgesics. 

(3)  Admit  and  detoxify  addicted  patients.  If  you 

are  unable  to  refer  to  a specialized  unit,  the 
patient’s  medication  level  should  gradually 
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be  reduced  over  approximately  a two-week 
period.  Disguising  the  dosage  is  often  help- 
ful. This  is  difficult  to  accomplish  unless  you 
have  the  control  of  the  patient  on  an  in- 
patient unit. 

“Placebo  Effect”  Revisited 

Medical  scientists  in  the  course  of  pain-related 
research  have  discovered  that  organically  caused  as 
well  as  functional  or  psychogenic  pain  can  in  some 
cases  be  eased  by  placebos. 

At  least  two  classes  of  factors  seem  to  be  re- 
sponsible for  the  placebo  effect,  intrinsic  and  extrin- 
sic. With  regard  to  the  intrinsic,  the  Marshall-Strong 
Theory03*  suggests  that  subjective  responses  to  pain 
are  composed  of  two  elements: 

(1)  The  original  sensation  and 

(2)  The  psychic  processing  of  the  original  sensa- 
tion or  the  reaction  component. 

Since  it  has  been  shown  that  experimentally  induced 
pain  cannot  be  ameliorated  by  morphine  while 
“real”  pain  can,  it  appears  that  the  drug  is  not 
acting  on  the  original  sensation  (which  is  identical 
in  both  instances)  but  on  the  reaction  component/13* 
Nor  is  the  subjective  awareness  of  pain  linked  so 
much  to  the  size  or  seriousness  of  a wound  as  it  is 
to  the  meaning  of  the  wound.  Doctors  in  wartime 
have  noted  that  a very  serious  wound,  which  might 
mean  the  soldier  will  not  have  to  fight  anymore,  is 
often  perceived  as  less  painful  than  is  a less  serious 
one  which  permits  the  wounded  man  to  return  to 
the  field  of  danger. 

An  example  familiar  to  many  doctors  is  the  in- 
terpretation of  menstrual  pain,  particularly  as  it 
pertains  to  young  healthy  women.  This  type  of  pain 
often  has  no  discoverable  “cause”,  yet  is  a frequent 
significant  complaint  and  discomfort  for  many 
women.  Drugs  do  relieve  it,  as  witnessed  by  the 
host  of  “Midol  freaks”  in  many  junior  high  schools. 
For  some  young  women,  particularly  in  the  past, 
menstrual  bleeding  has  been  evidence  of  their  being 
unclean,  unmale  and  unwelcomely  adult  and  im- 
pregnable. These  “meanings”  attached  to  menstrua- 
tion may  explain  why  sometimes  a girl’s  first  marital 
intercourse  ended  the  monthly  pain.  Now  she  was 
married  and  safe,  absolved  from  her  unclean  un- 
maleness  by  junction  with  her  mate.  Perhaps  most 
important,  everyone  just  knew  that  as  soon  as  a 
girl  got  married  her  cramps  would  stop.  And  so  they 
did. 

If  intrinsic  factors  affecting  perceptions  of  pain 
can  be  located  in  reaction  components,  one  of  the 
extrinsic  factors  most  commonly  noted  is  the  doctor 
himself,  particularly  his  beliefs  in  the  cure  he  is 
prescribing.  The  enthusiast  gets  more  cures  from  his 


particular  pill,  surgery,  or  whatever  than  does  the 
skeptic.  Studies  show  the  doctor’s  attitudes  toward 
the  treatment  is  more  related  to  success  than  are 
his  attitudes  toward  the  patient/13* 

Social  and  Cultural  Differences 

Membership  in  a particular  social  class,  or  ethnic 
or  cultural  group,  affects  how  the  patient  perceives 
his  pain  as  well  as  how  he  responds  to  it.  Zborow- 
ski’s  classic  study04*  describes  the  different  patterns 
of  behavioral  and  attitudinal  responses  to  pain  of 
patients  of  Old  American,  Irish,  Jewish  and  Italian 
origin.  Thus  the  doctor  treating  a patient  of  Jewish 
or  Italian  descent  is  alerted  to  expect  a more  overtly 
emotional  response  than  the  ones  he  gets  from  his 
Anglo-Saxon  or  Irish  patients,  and  will  not  then 
accuse  the  former  of  exaggerating  the  severity  of 
their  pain.  He  will  understand  that  some  patients — 
in  this  case  the  Irish — may  be  able  to  offer  only 
vague  and  confusing  descriptions  of  their  pain  and 
that  others — as  do  the  Italians  in  Zborowski’s 
study — perceive  and  describe  pain  as  constantly 
present  rather  than  intermittent  or  of  changing  in- 
tensity. He  will  understand  his  patients  whose  cul- 
ture, such  as  the  Jewish,  teaches  them  great  con- 
cern about  the  cause  and  future  implications  of 
pain,  and  encourages  them  to  “shop  around”  and 
compare  different  doctors’  opinions/14* 

Social  class,  as  measured  by  a combined  index  of 
education,  occupation,  and  income,  also  affects  how 
persons  respond  to  pain/15*  These  persons  in  Class 
IV  and  V on  this  index  (who  are  sometimes  called 
“working  class”  and  “lower  class”)  show  more  emo- 
tional acting-out  behavior  under  stress  than  do  those 
in  Class  I through  III.  This  has  been  reported, 
often  with  negative  comments,  particularly  in  the 
case  of  black  females/16*  Native  Americans,  on  the 
other  hand,  though  usually  Class  IV  or  V accord- 
ing to  the  socioeconomic  indications,  are  most  often 
stoic  in  the  face  of  pain.  The  interaction  of  culture 
and  social  class  makes  gross  generalizations  in  this 
area  unsound. 

Pain  of  Depression 

Some  patients  with  a pain  problem  have  an  under- 
lying depression.  This  “masked  depression”  is  dif- 
ficult to  diagnose  because  of  multiple  or  shifting 
complaints.  One  of  the  best  diagnostic  measures  is 
the  assessment  of  your  own  feelings.  Since  an  ex- 
aminer’s affect  tends  to  parallel  the  patient’s,  he 
may  feel  the  depressed  affect  himself.  The  diagnosis 
can  be  further  validated  by  depressed  posture 
(slumped  shoulder,  drooping  head),  psychomotor 
retardation,  non-verbal  expressions  of  depression 
(half-closed  eyes,  hanging  face,  lack  of  smiling,  lack 
of  gestures,  etc.),  insomnia,  anorexia,  weight  loss, 


FEBRUARY  1977 


13 


constipation,  changes  in  menses,  loss  of  sex  drive, 
inability  to  concentrate,  weakness,  and  loss  of  in- 
terest. Psychodiagnostic  testing,  i.e.  the  MMPI  or 
other  depression  scales,  may  further  substantiate  the 
diagnosis.  Patients  who  are  truly  depressed  usually 
will  respond  to  anti-depressants,  thus  ameliorating 
or  stopping  the  pain  problem. 

All  Pain  is  Real 

All  pain  is  real/917-18’  Pain  in  the  person  who  has 
a conversion  reaction  or  other  psychogenic  pain  is 
just  as  real  as  the  person  who  has  a slipped  disc; 
it  hurts.  Pain  itself  is  a very  disabling  phenomenon 
regardless  of  origin.  People  with  chronic  pain  often 
withdraw  from  most  life  activities  which  are  of  value 
to  them.  They  may  stop  working,  stop  their  sexual 
activity,  stop  all  entertainment,  and  stay  at  home. 
Spouses  and  children  often  will  be  forced  into  taking 
more  responsibility.  Since  they  go  to  the  doctor  so 
frequently,  he  becomes  a more  important  figure  in 
their  lives.  Eventually  much  of  their  life  revolves 
about  their  pain  symptoms.  People  in  pain  are 
frequently  disabled  and  may  need  other  rehabilitat- 
ing efforts,  not  merely  symptomatic  treatment.  Re- 
gardless of  etiology,  the  patient  tends  to  look 
neurotic  on  psychological  testing  since  items  refer- 
ring to  bodily  concern,  fear,  insomnia,  and  inter- 
ference with  sex  life  are  all  elevated/19-20’ 

Psychogenic  Pain 

Within  the  family  context,  a member  often  ap- 
pears to  be  using  pain  as  an  avoidance  mechanism. 
Such  pain  may  be  a passive  way  of  saying,  “No,  I 
don’t  want  to  do  that.”  The  individual  is  not  con- 
sciously malingering;  his  personality  is  such  that  he 
hides,  even  from  himself,  his  need  to  impose  his 
will  on  other  family  members.  A wife  and  mother, 
convinced  by  her  own  socialization  that  she  ought 
to  devote  herself  completely  to  her  husband  and 
children,  may  develop  a somatic  pain  when  her 
burden  becomes  too  heavy.  A husband  who  believes 
that  he  must  be  a “good  provider”  may  come  into 
conflict  with  an  unbearable  job  situation,  and  may 
develop  a pain  which  makes  it  necessary  for  him  to 
leave  the  job.  A child  subjected  to  many  stresses  in 
school  or  at  home  may  respond  in  the  same  way. 
Pain  can  be  a protective  device  which  enables  the 
individual  to  tell  himself,  and  his  family,  that  it  is 
“not  his  fault”  he  cannot  function  as  they  believe 
he  should. (21) 

In  some  patients  it  appears  their  pain  has  been 
reinforced  since  they  really  get  more  attention  and 
positive  interaction  by  having  pain.  A patient  his- 
tory or  family  interview  often  elicits  such  patterns  if 
you  watch  their  responses  to  “pain  talk”  and  “pain 


behavior.”  Sometimes  a person  with  acute  pain  gets 
so  much  reinforcement  (secondary  gain)  that  it  is 
adaptive  to  continue  indefinitely. 

Emotions  of  the  Physician 
In  the  patient  where  psychogenic  pain  is  the  likely 
etiology,  but  where  no  diagnostic  delineation  has 
been  made,  the  physician  may  become  quite  frus- 
trated if  the  patient  returns  frequently  with  the 
same  (or  different)  pain.  After  numerous  analgesics 
have  been  tried  fruitlessly,  the  doctor  may  become 
angry  and  discouraged.  He  has  been  unable  to  fulfill 
his  function — to  succeed  in  alleviating  the  problem. 
Often  patients  are  told,  “Nothing  can  be  done;  it’s 
all  in  your  head;  you  can’t  be  helped”  or,  “You'd 
better  try  someone  else.” 

This  reaction  on  the  physician’s  part  exposes  one 
of  the  frustrations  inherent  in  a dependent  relation- 
ship, that  of  the  inability  of  the  “superior”  partner 
to  effect  the  hoped  for  change  in  the  “inferior” 
partner.  Only  when  the  physician-patient  relation- 
ship is  changed  from  one  of  “Activity-Passivity”  to 
one  of  “Mutual-Participation,”  or  at  least  of 
“Guidance-Cooperation,”  can  a relationship  itself 
aid  in  the  treatment  process/22’ 

Physician-Patient  Relationship  as  Treatment 

The  physician-patient  relationship  has  traditional- 
ly been  underemphasized  as  a treatment  modality. 
Physicians  often  react  emotionally  to  chronic  pain 
problems.  The  physician  who  is  incapable  of 
tolerating  his  inability  to  provide  a cure  may  feel 
hopeless,  helpless  and  guilty.  These  feelings  may 
lead  to  withdrawal  from  the  patient  or  family,  leav- 
ing them  alone  to  face  the  stress  of  chronic  pain. 
If  the  patient  is  a child,  the  physician  may  identify 
with  the  parents  and  his  subjective  discomfort  may 
be  excessive.  This  discomfort  may  interfere  with  his 
ability  to  help  the  parents  adjust  to  their  state, 
leaving  them  unable  to  listen  to  and  use  the  informa- 
tion they  receive.  On  the  other  hand,  the  physician 
may  identify  with  the  child,  and  react  with  resent- 
ment to  the  parents’  identifiable  anger.  At  other 
times  the  family's  dependence  on  him  may  accentu- 
ate the  physician’s  feeling  of  helplessness.  Garrad 
and  Richman  have  emphasized  the  physician 
should  maintain  an  awareness  of  separateness  from 
the  family,  recognizing  at  the  same  time  how  dif- 
ficult a task  this  is;  families,  they  emphasize,  need 
empathy  not  sympathy,  detachment  not  avoidance/23’ 
Pakes  reports  that  physicians  often  react  to  chron- 
ically ill  patients  in  a manner  similar  to  that  in 
which  they  earlier  related  to  their  own  parents/24’ 
In  essence,  the  doctor-patient  relationship  may  be 
a critical  factor  in  dealing  with  such  a difficult 
problem  in  pain. 
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To  be  effective  and  to  fulfill  his  responsibility  of 
helping  his  patients  with  pain,  the  doctor  must  not 
treat  just  the  pain  and  neglect  the  patient’s  feelings 
and  sufferings.  As  Bartemeier  pointed  out,<25)  doctors 
“tend  to  see  their  patients  as  instances  of  hypothy- 
roidism, gastric  ulcer  or  hypertension,  and  not  as 
persons  suffering  from  emotional  disorders  with 
somatic  problems.”  Often  there  is  little  attention 
paid  to  how  the  physician’s  attitude  influences  the 
patient’s  ability  to  carry  out  the  therapeutic  regimen, 
as  if  the  personal  influence  of  the  doctor  had 
nothing  to  do  with  the  patient’s  recovery  or  his 
inability  to  get  well.  The  individual  physician  often 
is  not  aware  of  the  impact  of  his  “charismatic 
authority.”  Many  patients  become  very  sensitive  to 
authority  as  they  pass  through  their  evaluations  and 
care.<26)  Thus  it  becomes  essential  that  the  physician 
does  not  create  a paradox  either  by  causing  more 
problems  or  by  accentuating  already  existing  prob- 
lems by  approaching  the  patient  as  an  authoritarian 
individual.  This  can  happen  if  the  patient  is 
coerced  rather  than  allowed  to  give  information. 
The  doctor-patient  relationship  may  suffer  if  the 
physician  feels  he  must  adhere  to  his  authoritarian 
position  and  the  patient  can  seek  the  help  he  needs 
only  in  an  oblique  manner.  For  example,  the  doctor 
may  not  fully  understand  that  he  represents  a 
parental  surrogate  to  his  patient  that  his  patient 
is  unable  to  relate  to  him  in  any  other  way;  he 
thereby  misinterprets  his  patient’s  reactions. 

Some  physicians  are  unable  to  be  firm,  for  fear 
that  patients  or  families  will  disapprove  of  their 
actions.  Such  a physician  is  dependent  on  the  esteem 
of  others,  and  as  a result  of  his  professional  activity 
may  be  dictated  by  his  patients.  Often  these  patients 
are  able  to  use  pain  to  intimidate,  control  and 
manipulate  the  physician  with  regard  to  medicine, 
attention,  or  certain  financial  benefits  or  privileges. 
In  many  ways  this  physician  is  similar  to  the  parent 
who  can’t  deny  the  demanding  child.  Too  much 
solicitude  on  the  physician’s  part  at  times  may  inter- 
fere with  proper  patient  care. 

In  many  relationships,  the  physician  is  active  and 
the  patient  must  remain  passive.  This  physician 
often  treats  any  question  the  patient  asks  as  if  it 
were  a challenge  to  the  doctor’s  decision-making  or 
intelligence.  This  type  of  doctor-patient  interaction 
resembles  a duel,  a contest  about  who  is  going  to 
dictate  the  relationship.  This  often  makes  the  pa- 
tient feel  embarrassed  if  he  wonders  about  a certain 
procedure,  or  asks  questions  which  might  be  con- 
strued by  the  physician  as  stupid  or  unnecessary. 
Frequently  this  makes  a patient  angry  and  resentful 
because  he  feels  he  is  being  treated  in  a derogatory 


fashion,  and  this  resentment  may  further  aggravate 
the  pain  problem.  This  type  of  doctor-patient  in- 
terplay may  be  one  of  reluctance  and  resignation 
on  the  patient’s  part  with  openness,  spontaneity  and 
frankness  seriously  constricted.  In  many  instances 
this  causes  patients  to  be  labeled  as  “difficult”.  The 
physician  needs  to  recognize  and  keep  in  focus  his 
own  attitudes,  feelings,  and  reactions  towards  his 
patient.  Such  an  approach  minimizes  excessive  over- 
reacting or  over-compensation  and  allows  patients 
to  feel  more  free  with  their  feelings.  Flexibility, 
empathy  and  kindness  are  critical  qualities  of  the 
physician  if  excessive  resistance,  defiance,  and  pas- 
sivity on  the  patient’s  part  are  to  be  avoided. 

If  the  relationship  is  one  of  mutual  participation, 
treatment  might  begin  by  agreement  on  a treatment 
contract.  First  an  agreement  is  reached  between  phy- 
sician and  patient  about  the  nature  of  the  disease 
(usually  by  communication  about  diagnosis).  A co- 
operative arrangement  regarding  the  treatment  is 
then  established  for  optimal  results.  Very  early  in 
the  treatment  of  chronic  pain,  usually  the  first  or 
second  visit,  a “therapeutic  double  bind”(27)  is  ap- 
plied to  the  patient;  which  is  synonymous  with 
“prescribing  the  symptoms”  and  emphasizes  to  the 
person  that  his  pain  may  be  incurable  and  he  will 
have  to  LEARN  TO  LIVE  WITH  THE  PAIN 
since  medicine  alone  is  unlikely  to  cure  him.  In  this 
way  the  focus  of  interaction  is  shifted  from  the 
symptom  itself,  to  a life  disability.  If  the  pain  is 
psychogenic,  it  allows  whatever  degree  of  depen- 
dency is  needed  without  focusing  on  cure  of  the 
pain  symptom,  and  changes  in  the  life  situation  then 
become  the  focus  of  interaction.  Attention  to  mari- 
tal, vocational,  recreational,  or  parent-child  prob- 
lems may  then  become  the  key  to  improved  func- 
tion. For  example  if  pain  is  being  used  as  avoidance 
of  conflict  in  a family  system,  direct  dealing  with 
the  conflict  will  usually  decrease  the  symptom.  A 
physician’s  awareness  of  his  own  feelings  prevents 
“getting  sucked  into  the  patient’s  system.”  Profes- 
sionals on  multidisciplinary  teams  use  the  same 
techniques. 

Multidisciplinary  Approach  of  Pain  Units 

Physicians,  psychologists,  social  workers,  physical 
therapists  and  nurses  often  collaborate  on  a Pain 
Unit  to  provide  rehabilitation  and  treatment  for 
chronic  problems.  One  type  of  treatment  program 
is  outlined  in  Table  III.  The  outlined  program  is 
entirely  carried  out  on  an  inpatient  setting.  The 
average  length  of  stay  is  three  to  four  weeks  unless 
there  are  complicating  factors.  Preliminary  results 
indicate  that  a majority  of  patients  are  significantly 
helped.  Those  patients  with  healthy  personality 
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structures  work  better  in  the  program  and  achieve 
better  outcome  with  fewer  relapses  (i.e.  better  fol- 
low-up results  for  those  with  employment).  Patients 
with  depression  respond  well  and  have  a good 
prognosis.  Antisocial  and  severely  dependent  pa- 
tients are  usually  difficult  to  manage,  even  in  such 
specialized  programs. 

TABLE  III 

Elements  of  a Pain  Unit 

1.  Admission  to  a special  inpatient  unit  under  physician’s 
care. 

2.  Signing  a treatment  contract: 

a.  Two  weeks  without  a pass. 

b.  No  pain  talk  or  pain  behavior 

3.  Applying  the  therapeutic  double  bind  (no  promise  of 
cure;  rehabilitation  only,  the  pain  will  likely  remain). 

4.  Detoxification  if  addicted.  This  is  usually  accomplished 
over  approximately  a two  week  period  by  disguising  the 
dosage. 

5.  Using  daily  exercise  and  physical  therapy  in  a recreation- 
al context. 

(Swimming,  table  tennis,  etc.) 

6.  Using  electrical  stimulators  daily  in  the  painful  area. 

7.  Massaging  the  painful  area  with  ice  twice  daily. 

8.  Education  and/or  therapy  for  the  family. 

9.  Behavior  modification  with  social  reinforcers,  charting 
and  ignoring  “pain  talk”  and  “pain  behavior”. 

Outpatient  pain  clinics  may  use  techniques  such 
as  stimulators,  acupuncture,  relaxation  techniques 
and  biofeedback.  Although  these  programs  are  much 
more  feasible  economically,  they  have  less  control 
over  the  patient  in  this  environment  and  probably 
do  not  have  as  effective  outcome  results. (20)  Never- 
theless they  are  a potentially  fruitful  addition  to 
treatment  programs  for  pain. 

Conclusion 

The  practicing  physician’s  understanding  and 
skillful  management  of  pain  and  pain  syndromes 
will  usually  markedly  enhance  treatment  effective- 
ness. Specific  knowledge  regarding  diagnosis  of  all 
types  of  pain  (including  psychogenic  pain)  is  a must. 
In  addition  to  treatment  of  the  primary  or  etiologic 
problem,  effective  knowledge  of  relationship  tech- 
niques, analgesics,  anti-depressants,  and  referral  re- 
sources are  critical. 
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President’s  Page 


While  the  experience  is  still  pleasantly  stamped  in  my  mind,  I would  like  to  take  this  opportunity  to 
share  with  you  my  recent  A.M.A.  Clinical  meeting  in  Philadelphia. 

O.S.M.A.P.  (Organization  of  State  Medical  Association  Presidents)  has  grown  from  an  embryonic  group 
a year  ago  to  a very  vital,  instructive,  sophisticated,  organized  structure.  This  meeting  was  well  attended 
by  Presidents  from  48  states  and  three  territories  (Puerto  Rico,  Guam,  and  the  Virgin  Islands).  The  meet- 
ing now  occupies  the  entire  initial  Saturday  of  the  convention.  The  morning  is  devoted  to  formal  talks  by 
such  dignitaries  as  Dr.  Richard  Palmer,  A.M.A.  President,  Dr.  Louis  Heilman  from  H.E.W.,  and  Dr. 
Melvin  DuVal,  representing  the  national  P.S.R.O.  The  afternoon  is  occupied  with  round  tables  covering 
such  divergent  subjects  as  membership,  medical  costs,  professional  liability,  discipline  and  public  ac- 
countability, continuing  medical  education,  and  H.S.A.  and  P.S.R.O.  (We  have  one  of  the  highest  A.M.A. 
memberships  percentagewise  in  the  nation.) 

With  apologies  for  being  repetitious,  I want  to  state  that  we,  as  active  members  in  the  S.D.S.M.A.,  are 
as  aware  and  correctly  and  currently  informed  as  any  of  our  states  or  territories. 

Your  report  on  the  actions  of  the  House  of  Delegates  will  come  from  Dr.  Jack  Elston,  your  delegate. 

South  Dakota  was  ably  represented  by  Jack,  Bill  Taylor,  Bob  Quinn  (representing  the  Medical  School) . 
Once  again,  we  found  it  difficult  to  cover  ten  reference  committees  with  the  above  manpower.  However, 
I feel  that  this  was  done  quite  adequately. 

The  more  one  attends  these  meetings  and  becomes  more  familiar  with  their  inner  workings,  the  more 
I am  firmly  convinced  that  this  is  an  educational,  worthwhile  experience.  All  of  us  shall  strive  to  pass  on 
the  “pearls  of  wisdom”  to  the  entire  membership  in  the  immediate  future. 

Fraternally, 
F.  D.  LEIGH,  M.D.,  President, 
South  Dakota  State  Medical  Association 
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LABORATORY  AIDS 


Sponsored  by  the  South  Dakota  Society  of  Pathologists 

ENZYMES  AND  ISOENZYMES  IN  DIAGNOSIS 
OF  MYOCARDIAL  INFARCTION 

The  release  of  naturally  occurring  enzymes  from 
damaged  tissue  has  served  as  the  basis  for  develop- 
ment and  refinement  of  enzyme  studies  in  the 
diagnosis  of  specific  organ  disease.  The  SGOT, 
LDH,  HBD,  and  CPK  enzymes  have  been  widely 
employed  as  indicators  of  necrosis  of  myocardial 
tissue.  SGOT  and  CPK  appear  in  increased  amount 
within  6-12  hours  of  myocardial  injury,  peak  at  24 
hours  and  decline  slowly  to  normal.  LDH  begins 
to  rise  12-14  hours  after  injury,  peaks  on  3rd  day, 
and  remains  elevated  for  several  days. 

Most  enzymes  occur  as  families  of  isoenzymes, 
each  having  essentially  identical  biochemical  func- 
tion but  originating  from  fairly  specific  organ  sites. 
Current  techniques  allow  separation  of  the  various 
isozymes  which  make  up  the  total  enzyme  level 
determined  by  chemical  means  thus  allowing  much 
higher  degree  of  organ  specificity.  The  HBD  at- 
tempts to  identify  myocardial  LDH  fraction  but  is 
now  considered  obsolete. 

LDH  may  be  separated  electrophorectically  into 
5 isoenzymes  LDH!  - LDH5  with  LDH,  primarily 
of  myocardial  origin.  CPK  occurs  in  3 forms;  BB 
primarily  from  brain,  MM  skeletal  muscle,  and  MB 
the  “hybrid”  from  myocardium.  The  LDHX  and 
CPK-MB  are  each  highly  sensitive  to  myocardial 
damage  but  when  used  alone  are  not  entirely  spe- 
cific for  myocardial  necrosis.  When  used  together 
they  may  be  regarded  as  both  highly  sensitive  and 
highly  specific.  Within  48  hours  approximately  80% 
of  MI  suspects  will  show  LDH  elevation  or  “flip- 
ping”, LDHi>LDH2  while  20%  will  show  CPK- 
MB  only  which  may  also  occur  in  angina  and 
ischemia  due  to  coronary  insufficiency  without  ne- 
crosis, nontransmural  infarction,  or  muscle  dystro- 
phies, myositis  and  myoglobinuria. 

Optimal  use  of  enzymes  should  provide  maximum 
information  quickly  and  at  lowest  cost  to  the  patient. 
It  is  recommended  that  blood  for  enzyme  studies  be 
drawn  on  admission  and  at  24,  and  48  hours.  There 
is  no  need  for  “stat”  determinations  on  the  admis- 
sion specimen  since  enzyme  elevations  will  not  have 
occurred  at  that  time  and  the  management  of  the 
patient  will  not  be  changed  as  result  of  such  tests. 
CPK  and  LDH  serum  levels  are  determined  and 
isoenzyme  studies  are  done  only  on  the  first  speci- 
men showing  significant  rise  of  either  enzyme  above 


the  baseline  level.  At  this  time  approximately  80% 
of  Mi’s  will  have  clear  cut  pattern  with  elevated 
LDHj  and  appearance  of  CPK-MB.  If  the  CPK- 
MB  fraction  remains  absent  at  48  hours,  myo- 
cardial infarction  can  be  excluded.  If  LDHX  is 
“flipped”  ie.  LDH,>LDH2  and  CPK-MB  is  absent 
renal  infarction  and  hemolysis  must  be  exluded.  As 
soon  as  these  criteria  are  met:  LDHX>LDH2  and 
CPK-MB  present,  the  diagnosis  of  myocardial 
necrosis  is  established  and  no  further  testing  need 
be  done. 

John  T.  Elston,  M.D. 
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Now  leasing  both  cars 
and  trucks  to  help 
solve  your  total 
transportation  needs 
in  a professional 
manner. 

Contact:  Al  Borgen 

4200  WEST  TWELFTH 
P.  O.  DRAWER  P 

SIOUX  FALLS,  SOUTH  DAKOTA  57101 
(605)  336-1700 

PSYCHIATRIC  RESIDENCY 

Vacancies  for  positions  for  July  1,  1977,  for 
those  who  have  a regular  Iowa  license  or  can 
obtain  one  by  reciprocity  or  via  FLEX.  Pre- 
pare for  career  in  private  practice,  commu- 
nity clinics  or  hospital  based  psychiatry.  Em- 
phasis on  close  supervision  of  intensive  indi- 
vidual and  group  psychotherapy,  OPD,  Chil- 
dren’s Unit,  Adolescent  Unit.  Neurology  affil- 
iation with  University  of  Iowa.  The  stipends 
are:  1st  year  $21,294;  2nd  year  $22,360;  3rd 
year  $23,478.  Intensity  and  diversity  of  train- 
ing program  appreciated  best  by  personal 
visit. 

T.  B.  McManus,  M.D.,  Superintendent 
Mental  Health  Institute 
Cherokee,  IA  51012 
Call  Collect  (712)  225-2594 

Equal  opportunity  employer. 
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Problem  Solving  in  Diagnostics  and 
Therapeutics  of  Neurology 

A Series  of  24  Lectures 


Lecture  #16 


THE  TREATMENT  OF  “ CHEMOPHILI A” 
(alcoholism,  drug  dependency) 

by 

George  C.  Flora,  M.D. 


One  of  the  most,  if  not  the  most  common  condi- 
tion seen  in  the  clinician's  office,  is  that  of  chronic 
cerebral  intoxication,  secondary  to  a variety  of 
“chemicals.”  It  is  characterized  by  an  insatiable  de- 
sire for  cerebral  active  drugs  or  chemicals  and  an 
insane  lack  of  insight  as  to  their  lethal  effect  on 
that  person.  These  patients  are  those  who  complain 
of  hurting  discomfort  but  who  have  no  physical 
basis  for  their  complaints.  The  disorder  is  statistical- 
ly known  to  affect  8 to  10  percent  of  the  population, 
to  account  for  a half  of  our  bed  population  in  psy- 
chiatric institutions  but  goes  largely  unrecognized 
and/or  undiagnosed  in  office  and  hospital  medical 
practice.  The  diagnosis  of  this  disease  is  simple  if 
it  were  only  well  taught  to  the  clinician.  The  dis- 
ease is  characterized  by  unusual  tolerance  to  chem- 
icals (“hollow  leg  syndrome”)  in  these  persons. 
These  individuals  show  little  signs  of  intoxication  to 
relatively  large  amounts  of  alcohol,  sedatives,  hyp- 
notics, and  tranquilizers. 

A second  significant  sign  is  that  of  amnesia  in 
relation  to  chemicals.  These  individuals  experience 
“blackouts”  which  describes  a period  of  true  amnesia 
in  a patient  who  has  remained  ambulatory  after  the 
ingestion  of  cerebral  active  chemicals. 

A third  and  significant  sign  is  that  of  “increasing 
discomfort”  even  though  greater  amounts  of  chem- 
icals are  ingested.  These  chemicals  may  be  used 
singly  or  mixed  and  includes  a broad  spectrum  of 
chemicals,  the  most  common  in  the  order  of  fre- 
quency are  1)  alcohol,  2)  minor  tranquilizers,  3) 
sedatives,  4)  analgesics,  5)  hypnotics,  6)  antihista- 
mines, 7)  major  tranquilizers,  8)  narcotics,  9)  hal- 


*Professor  and  Chief  of  Neurology,  USD  School  of  Medi- 
cine, V.A.  Center,  Sioux  Falls,  S.D. 


lucinogens. 

A fourth  sign  of  usefulness  is  preoccupation  with 
chemical  supply.  The  planning  and  preoccupation 
with  plans  for  a continuing  supply  of  chemicals  for 
all  excursions  away  from  the  home  environment  is 
significant  and  is  often  apparent  in  the  physi- 
cian’s office.  The  need  for  providing  against  “med- 
ical emergencies”  including  insomnia,  pain,  nervous- 
ness, cough,  diarrhea,  or  any  other  unlikely  painful 
malady  is  useful  data. 

And  finally  the  “loss  of  interest,”  “nervousness,” 
“sleeplessness,”  and  withdrawl  from  all  but  their 
chemical  life  are  useful  signs. 

An  awareness  of  this  disease,  a screening  of  med- 
ical data  regarding  these  five  significant  signs,  and 
meager  history  from  their  friends  or  families  regard- 
ing their  chemical  misuse  permits  an  accurate  diag- 
nosis of  “chemophilia”  or  its  subvarieties  of  alcohol- 
ism, chemical  dependency,  chemical  addiction,  or 
“hooked”  conditions.  The  diagnosis,  however,  must 
be  made  earlier  than  in  the  past,  and  it  must  not 
await  the  development  of  “end  stage”  criteria  for 
diagnosis  of  “cirrhosis,”  “dementia,”  “pancreatitis,” 
“gastritis,”  “peripheral  neuritis,”  or  “withdrawal” 
syndromes. 

Once  the  diagnosis  of  this  disease  is  made,  a dis- 
ease which  has  slipped  from  the  attention  and  care 
of  physicians  of  medicine,  it  is  readily  treated  and 
has  a better  prognosis  than  many  other  forms  of 
pathology.  Even  in  the  hands  of  nonmedical  lay 
therapists  who  largely  treat  it,  the  results  may  be 
60-85  percent  control. 

The  points  of  treatment  consist  of  1)  accurate 
diagnosis  and  2)  sharing  of  that  diagnostic  impres- 
sion with  the  patient.  The  knowledge  that  they  have 
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“a  disease,”  one  in  which  their  brain  does  not 
react  to  chemicals  as  do  normal  humans,  much 
as  a diabetic’s  body  does  not  respond  normally  to 
glucose,  is  needed  as  the  first  step  to  treatment. 
Knowing  they  have  a “disease”  establishes  the  phy- 
sician’s advice  as  “medical  treatment.” 

The  cardinal  goal  of  medical  treatment  must  al- 
ways be  the  discontinuance  of  all  chemicals  without 
substitution!!  Patient’s  brain  accommodates  to  the 
period  of  “withdrawal”  with  the  help  of  short  term 
use  of  chemicals  but  then  a much  clearer  sensorium 
is  seen,  a return  to  sanity  in  7-14  days.  Once  this  is 
achieved  then  the  patient  must  relearn  reaction  pat- 
terns to  living  without  “chemicals.”  Those  physi- 
ologically “normal”  periods  of  discomfort  which  are 
a part  of  life  but  are  greater  when  they  accompany 
physical  illness,  fear,  anger,  fatigue,  or  hunger  in 
these  patients  have  always  been  tolerated  by  being 
“medicated”  or  “with  a drink.”  They  must  learn  a 
new  method  of  reaction,  not  ingestion  of  chemicals, 
to  endure  “discomfort.”  Learning  that  “fear”  is 
easily  tolerated  if  it  be  recognized  and  shared  with 
another  negates  the  need  for  chemicals.  Recogniz- 
ing that  anger  when  expressed  and  not  retained, 
though  not  overtly  acted  out  is  normal  and  re- 
quires no  chemical  oblivion  is  therapeutic.  The 
awareness  that  discomforts  of  the  body  are  usually 
“short  term”  and  never  morbid  until  death  allevi- 
ates the  need  for  chemical  oblivion  is  therapeutic. 

Most  important  of  all  is  that  the  patient  must  be 
fully  informed  that  he  and  he  alone  is  responsible 
for  the  treatment  of  his  disease.  It  is  he  who  if  he  is 
to  continue  good  health  must  be  solely  responsi- 
ble for  abstaining  from  all  chemicals.  No  matter 
what  happens  or  who  suggests  it,  he  must  be  made 
aware  that  he  has  the  choice  of  living  without 
chemicals,  and  his  choice  must  always  be  to  decline. 
Once  diagnosed  and  once  the  regimen  is  initiated, 
then  the  physician  must  also  remember  that  with  this 
disease  the  patient  will  survive  his  “colds,”  his  “al- 
lergies,” his  “nervousness,”  his  “insomnia,”  his  “hy- 
pertension,” his  “gastritis,”  his  “aches  and  pains” 
with  no  pharmaceutical  assistance.  Awareness  that 
survival  with  “rest,”  fluids,  relaxation,  time,  and  per- 
haps an  “aspirin”  will  likely  occur. 

The  awareness  of  benefit  of  “group  therapy”  such 
as  “AA”  and  “A.T.P.’s”  to  these  patients  and  their 
methods  is  recommended.  The  adoption  of  these 
methods  may  once  again  bring  these  disease  victims 
under  intelligent  and  beneficial  medical  care. 

The  physician  need  not  send  these  patients  to  lay 
programs  for  “treatment”  rather  he  should  “start 
treatment”  and  use  available  programs  for  added 
benefit  to  his  patients. 


Medicine. 
The  time 
is  right. 

Now’s  the  time  to  look  into  Navy 
Medicine.  It  was  never  more  attractive 
than  it  is  today.  As  a physician  in 
the  Navy,  you’ll  practice  the  finest 
in  patient  care  and  follow-up,  in 
facilities  that  rank  with  the  top 
anywhere.  With  the  support  of  a 
skilled  paramedical  and 
administrative  staff.  As  a General 
Medical  Officer  or  a Navy  Flight 
Surgeon,  or  in  your  own  specialty — 
or  in  one  of  ours  like  aerospace 
medicine  or  undersea  medicine. 

You'll  start  right  in  with  a full-scale 
practice  and,  depending  on  individual 
circumstances,  earn  $30,000  or  more 
a year  to  start.  You  can  count  on  time 
to  relax,  with  30  days’  paid  vacation 
earned  each  year.  Whether  you 
choose  a medical  facility  in  the 
United  States  or  overseas  or  sail 
with  the  Fleet,  you’ll  combine 
professionalism,  public  service  and 
adventure  in  a way  of  life  that’s 
uniquely  Navy. 

The  time  is  right.  To  learn  more,  to 
find  out  whether  we  have  openings  in 
your  specialty,  and  to  find  out  if  you 
qualify,  contact: 

Navy  Officer  Programs 
6910  Pacific  St.  #400 
Omaha,  Ne.  68106 
(402)  221-9386 
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NEWS 

SOUTH  DAKOTA  ACADEMY  OF  FAMILY  PHYSICIANS 
3001  South  Holly  Avenue 
Sioux  Falls,  SD  57105 


Immunizations 

Despite  effective  vaccines  against  diphtheria, 
polio,  pertussis,  tetanus,  measles,  rubella,  etc.,  an  in- 
creasing percentage  of  children  in  the  U.S.  are  not 
properly  immunized. 

Between  1964-1974  the  percent  of  1 to  4 year  old 
children  immunized  against  polio  dropped  from  78% 
to  63%.  Likewise,  those  receiving  recommended 
DPT’s  went  from  76%  to  73%.  These  declining 
levels  of  immunization  were  reflected  in  a national 
survey  that  showed  5 million  of  14  million  children 
in  the  1 to  4 age  bracket  were  not  properly  immu- 
nized. 

Patient  education  is  vital  to  developing  an  effec- 
tive immunization  program.  Patients  should  be  giv- 
en their  own  record  to  keep,  with  a recommended 
vaccine  schedule  for  them  to  follow. 

All  vaccines  are  heat  and  light  labile.  Improper 
storage  and  exposure  to  light  cause  them  to  rapidly 
lose  their  efficacy.  Physicians  should  become  fa- 
miliar with  manufacturers’  recommendations  for 
vaccine  storage. 

We  as  physicians  have  an  obligation  to  our  pa- 
tients to  be  meticulous  in  maintaining  up  to  date  im- 
munization records.  We  also  must  remember  not  to 
overlook  the  immunization  status  of  adults. 

W.  R.  Tschetter,  M.D.,  Vice  President 
South  Dakota  Chapter,  American  Academy 
of  Family  Physicians 


MAFP  Spring  Refresher 

The  Minnesota  Academy  of  Family  Physicians 
warmly  welcomes  all  physicians  to  attend  their  27th 
Annual  Spring  Refresher  April  13-14,  1977,  at  the 
Radisson  South  Hotel,  Bloomington. 


An  excellent  program  has  been  arranged  featur- 
ing speakers  from  throughout  the  country  and  Can- 
ada. 12  prescribed  hours  plus  hour  for  hour  credit 
per  breakfast  or  luncheon.  For  details  write:  Myr- 
na  Rasmussen,  215  Paquin  Street,  East,  Waterville, 
Minnesota  56096. 


1977  Legislature 

It  is  not  too  late  to  contact  your  area  legislators 
and  inform  them  of  your  thoughts  regarding  impor- 
tant measures  to  be  voted  upon  as  the  current  legis- 
lative session  draws  to  a close.  They  respect  your 
input. 


AAFP  National  Committeemen 

SDAFP  has  been  notified  that  two  SDAFP 
members  have  been  placed  on  National  committees, 
for  the  1976-77  year. 

Past  President,  Wenzel  J.  Kovarik,  Rapid  City, 
has  been  renominated  to  the  Indian  Health  Commit- 
tee and  will  serve  as  Chairman  this  year.  He  will 
also  plan  the  Indian  Health  Committee  Luncheon 
for  our  Black  Hills  Summer  Seminar. 

Secretary-Treasurer,  L.  H.  Amundson,  Sioux 
Falls,  has  been  named  to  the  newly  created  Continu- 
ing Medical  Education  Committee.  This  committee 
will  work  closely,  and  in  concert,  with  the  Commis- 
sion on  Education  of  the  AAFP. 

National  AAFP  Committees  meet  at  least  once  a 
year  with  their  deliberations  being  reported  to  and 
acted  upon  at  the  annual  meeting  of  the  AAFP  Con- 
gress of  Delegates. 
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All  oral  bronchodilators  are 


pretty  much  the  same.  Right? 
Wrong! 


The  difference  is  in  their  action— both  before  and  after 
symptoms  begin.  That’s  the  reason  for  TEDRAL®. 

□ effective  and  prolonged  bronchodilation  from  the 
synergistic  effect  of  ephedrine  and  theophylline 

□ ADRENERGIC  ACTION  RELAXES  BRONCHIAL 
SMOOTH  MUSCLE 

□ a-ADRENERGIC  ACTION  REDUCES  BRONCHIAL 
EDEMA  AND  SECRETIONS 

□ dosage  forms  to  meet  individual  patient  needs 


For  proven  performance. . . 


Each  tablet  contains  1 30  mg 
theophylline,  24  mg  ephedrine 
hydrochloride,  and  8 mg 
phenobarbital 


Each  tablet  contains  1 80  mg  anhydrous  theophylline 
t90  mg  in  the  immediate  release  layer  and  90  mg  in 
the  sustained  release  layer);  48  mg  ephedrine 


Each  5 ml  teaspoonful  contains  32.5  mg 
theophylline,  6 mg  ephedrine  HCI,  and  2 mg 
phenobarbital;  the  alcohol  content  is  15%. 


hydrochloride  ( 1 6 mg  in  the  immediate  release  layer 
and  32  mg  in  the  sustained  release  layer);  and  25  mg 
phenobarbital  in  the  immediate  release  layer 


See  next  page  for  brief  summary 


SUSTAINED  ACTION 


,wc  Division,  Warner-Lambert  Company 

Morris  Plains,  New  Jersey  07950  T-GP-72-B/W 


WARNER/CHILCOTT 


TEDRAL® 

TEDRAL®  SA  Sustained  Action 
TEDRAL®  Elixir 

CAUTION:  Federal  law  prohibits  dispens- 
ing Tedral  SA  without  prescription. 
Description.  Tedral : each  tablet  contains 
130  mg  theophylline,  24  mg  ephedrine  hy- 
drochloride, and  8 mg  phenobarbital. 

Tedral  SA:  each  tablet  contains  180  mg 
anhydrous  theophylline  (90  mg  in  the  im- 
mediate release  layer  and  90  mg  in  the 
sustained  release  layer);  48  mg  ephed- 
rine hydrochloride  (16  mg  in  the  imme- 
diate release  layer  and  32  mg  in  the  sus- 
tained release  layer);  25  mg  phenobarbital 
in  the  immediate  release  layer. 

Tedral  Elixir:  each  5 ml  teaspoonful  con- 
tains 32.5  mg  theophylline,  6 mg  ephed- 
rine hydrochloride,  and  2 mg  phenobar- 
bital; the  alcohol  content  is  15%. 

Indications. Tedral,  Tedral  SA,  and  Tedral 
Elixir  are  indicated  for  the  symptomatic 
relief  of  bronchial  asthma,  asthmatic  bron- 
chitis, and  other  bronchospastic  disorders. 
They  may  also  be  used  prophylactically  to 
abort  or  minimize  asthmatic  attacks  and 
are  of  value  in  managing  occasional,  sea- 
sonal or  perennial  asthma. 

Tedral  SA  (Sustained  Action)  offers  the 
convenience  of  b.i.d.  dosage. 

Tedral  Elixir  is  convenient  for  persons 
who  may  have  difficulty  in  swallowing 
tablets. 

These  Tedral  formulations  are  adjuncts 
in  the  total  management  of  the  asthmatic 
patient.  Acute  or  severe  asthmatic  attacks 
may  necessitate  supplemental  therapy  with 
other  drugs  by  inhalation  or  other  paren- 
teral routes. 

Contraindications.  Sensitivity  to  any  of 
the  ingredients;  porphyria. 

W arnings.  Drowsiness  may  occur.  PHENO- 
BARBITAL MAY  BE  HABIT-FORMING. 

Precautions.  Use  with  caution  in  the  pres- 
ence of  cardiovascular  disease,  severe  hy- 
pertension, hyperthyroidism,  prostatic  hy- 
pertrophy, or  glaucoma. 

Adverse  Reactions.  Mild  epigastric  dis- 
tress, palpitation,  tremulousness,  insom- 
nia, difficulty  of  micturition,  and  CNS 
stimulation  have  been  reported. 

Average  Dosage.  Prophylactic  or  Thera- 
peutic. 

Tedral:  Adults— One  or  two  tablets  every 
4 hours.  Children— (Over  60  lb)  one-half  the 
adult  dose. 

Tedral  SA:  Adults— One  tablet  on  arising 
and  one  tablet  12  hours  later.  Tablets  should 
not  be  chewed.  Children  — Not  established 
for  children  under  12. 

Tedral  Elixir:  Note:  One  teaspoonful  is 
equivalent  to  one-quarter  Tedral  tablet. 
Children  — One  teaspoonful  per  30  lb  body 
weight,  every  4-6  hours,  unless  prescribed 
otherwise  by  physician.  Should  be  given  to 
children  under  2 years  of  age  only  with  ex- 
treme caution.  Adults— One  to  two  table- 
spoonfuls every  four  hours. 

Supplied.  Tedral : White,  uncoated  scored 
tablets  in  bottles  of  24  (N  0047-0230-24), 
100  (N  0047-0230-51)  and  1000  (N  0047- 

0230- 60).  Also  in  Unit  Dose— package  of 
10  x 10  strips  (N  0047-0230-11). 

Tedral  SA:  Double-layered,  uncoated, 
coral/ mottled  white  tablets  in  bottles  of 
100  (N  0047-0231-51)  and  1000  (N  0047- 

0231- 60).  Also  in  Unit  Dose— package  of 
10  x 10  strips  (N  0047-0231-11). 

Tedral  Elixir:  Dark  red  and  cherry-fla- 
vored in  474  ml  (16  fl  oz)  bottles  (N  0047- 
0242-16). 

STORE  BETWEEN  59°  and  86°F  (15“  and 
30°C). 

Full  information  is  available  on  request. 


Why  Pay 
Taxes  On  Your 
Investment  Income? 
Get  The  Facts  On 


nuveen 

/IV 


Tax-exempt 
Bond  Fund 


The  Nuveen  Tax-Exempt  Bond  Fund  is  a broadly  diversified 
portfolio  of  professionally  selected,  high  quality  municipal 
bonds.  With  an  investment  in  a Nuveen  Fund,  you  may  select 
monthly,  quarterly  or  semi-annual  distributions  of  your  inter- 
est income,  which  are  free  from  all  Federal  income  taxes,  in 
the  opinion  of  counsel. 


Learn  why  investors  have  purchased  more  than  $134  billion 
in  Nuveen-sponsored  bond  funds  since  1961. 


This  is  neither  an  offer  to  sell  nor  a solicitation  «>l  an  offer  to  buy  any  Units 
of  the  Fund  The  offering  of  Units  is  m.ide  onl\  b\  the  Prospectus  and  only  in 
those  states  in  which  Units  may  legally  be  offered 


THE  ST.  PAUL 


COMPANIES 


ST.  PAUL  INVESTORS,  INC. 

MUTUAL  FUNDS  AND  INSURANCE 
AGENT  FOR 
VARIABLE  ANNUITIES 
PENSION  & PROFIT  SHARING  PLANS 
TAX  EXEMPT  BOND  FUNDS 


GRANT  M.  NITTEBERG 

DISTRICT  MANAGER  1112  S.  WILLOW  AVE. 

RES:  (605)  339-0654  SIOUX  FALLS,  S.  D.  57105 


Mail  this  coupon  for  a prospectus  containing  more  complete  infor- 
mation, including  all  charges  and  expenses  Read  it  carefully  before 
you  invest.  Send  no  money . 


I NAME I 

ADDRESS 

I CITY STATE ZIP 

TEI 

BUSINESS  HOME 

L.  


FACTS  YOU  SHOULD  KNOW 
ABOUT  SDFMC 


Who  is  Responsible  for  PSRO  in  South  Dakota? 

South  Dakota  Foundation  for  Medical  Care  was  organized  by  the  physicians  of  the  South 
Dakota  State  Medical  Association  and  incorporated  in  1973  as  a non-profit  corporation.  Six 
months  later  SDFMC  applied  for  PSRO  designation  and  after  fulfilling  the  necessary  require- 
ments, contracted  with  the  Bureau  of  Quality  Assurance  in  June,  1976  to  become  the  condi- 
tional PSRO  for  the  state. 

Implementation  of  actual  PSRO  functions  in  South  Dakota  hospitals  began  in  August  and 
are  currently  ongoing  in  14  hospitals  with  13  of  these  being  delegated  institutions. 

The  SDFMC  staff  has  received  excellent  support  and  cooperation  from  the  physicians  and 
hospitals  it  has  worked  with  thus  far  and  is  looking  forward  to  continued  relations  with  those 
hospitals  yet  to  be  implemented  under  the  PSRO  program. 

What  Does  SDFMC  Mean  to  the  Physician? 

South  Dakota  Foundation  for  Medical  Care  is  your  guarantee  for  local  physician  control  of 
review.  And  only  under  a physician  controlled  PSRO,  with  physicians  making  medical  review 
determinations,  will  you  have  true  “peer  review”. 

SDFMC  is  your  assurance  of  continued  efforts  to  maintain  patient  and  physician  confidential- 
ity of  all  information  gathered  throughout  the  PSRO  process. 

How  Can  SDFMC  Membership  Benefit  You? 

As  a member  of  SDFMC  you  will  elect  its  governing  body,  the  Board  of  Directors,  of  which 
the  majority  is  physicians.  As  a member  you  can  participate  in  the  development  of  professional 
review  and  you  have  a voice  in  the  policy  making  of  the  organization,  be  it  affirmative  or  in 
opposition  to  the  principles  on  which  PSRO  is  founded.  Physician  support  will  assure  the  oper- 
ation of  an  effective  system  based  on  peer  review  and  continuing  medical  education. 

Membership  in  SDFMC  is  open  to  any  physician  holding  an  unrestricted  license  to  practice 
medicine  in  the  state  of  South  Dakota.  There  are  no  dues  and  a member  may  resign  at  any  time. 

Currently  75  percent  of  the  eligible  South  Dakota  physicians  are  members  of  SDFMC.  If 
you  have  any  question  as  to  your  membership  status  or  if  you  desire  additional  information  re- 
garding membership  or  SDFMC  activities  you  may  contact  the  Foundation  office. 

South  Dakota 
Foundation  for 
medical  Core 

608  WEST  AVENUE  NORTH/SIOUX  FALLS,  SOUTH  DAKOTA  57104/PHONE  (605)  336-3400 
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CLINICOPATHOLOGICAL  CONFERENCE 

From  the  Intern  and  Resident  Teaching  Conferences  at  the  Sioux  Valley  Hospital,  conducted  by 
the  Department  of  Pathology  of  the  Hospital  and  of  the  School  of  Medicine 
of  the  University  of  South  Dakota 


TWENTY-TWO  YEAR  OLD  WOMAN  WITH  SEVERE 
POSTPARTUM  HEMORRHAGE 

David  Y.  Yeeha,  M.D.*  and  John  F.  Barlow,  M.D.,  FCAP*** 

Si  G.  Lee,  M.D.,  FACOG**  Pathologist — Editor 

Discussers 


Case  No.  688376 

This  22-year-old  Caucasian  gravida  II  para  II  was 
admitted  to  Sioux  Valley  Hospital  for  post  partum 
hemorrhage.  The  patient  had  an  uneventful  prenatal  course 
and  second  stage  of  labor  and  approximately  12  hours 
prior  to  admission  delivered  a 6 lb.  15  oz.  baby.  During 
the  third  stage  of  labor  the  placenta  could  not  be  expelled. 
The  patient  was  placed  under  general  anesthesia  and  manual 
removal  of  the  placenta  was  attempted  but  was  not  suc- 
cessful. The  patient  continued  to  bleed  in  spite  of  oxytocin 
and  uterine  massage.  She  was  transfused  with  whole  blood 
and  transferred  to  Sioux  Valley  Hospital. 

The  patient  had  no  history  of  previous  illnesses  or 
hospitalizations.  She  was  in  good  health.  Her  previous 
pregnancy  had  been  complicated  by  a retained  placenta 
requiring  two  transfusions. 

PHYSICAL  EXAMINATION:  The  patient  was  pale, 
clammy  and  cold.  Pulse  140  to  160/min.  and  thready. 
Blood  pressure  70  systolic  and  40  diastolic,  respirations 
24/minute.  The  patient  was  infused  with  Ringer’s  lactate 
and  whole  blood  under  pressure  which  she  was  also  re- 
ceiving on  admission.  The  patient's  heart  was  normal  sized 
and  there  was  a regular  rhythm  but  no  murmurs.  The 
chest  was  clear  to  percussion  and  auscultation.  Palpation 
of  the  abdomen  showed  the  fundus  was  in  the  right  upper 
quadrant  4 cm.  above  the  umbilicus.  There  was  a huge 
firm  hump  suprapubically.  This  did  not  decrease  after 
Foley  catheterization.  The  patient  was  taken  to  the  de- 
livery room  and  placed  in  dorsal  lithotomy  position.  Ex- 
amination under  anesthesia  was  carried  out.  There  was  a 
small  vaginal  laceration  at  5 o’clock.  There  was  no  other 
bleeding.  2 cms.  from  the  cervical  os  at  5 o’clock  was  a 


* Resident  in  Family  and  Community  Medicine,  Sioux 
Falls,  SD. 

**  Obstetrician  and  Gynecologist,  Sioux  Valley  Hospital; 
Clinical  Faculty,  School  of  Medicine,  University  of 
South  Dakota. 

***Pathologist,  Laboratory  of  Clinical  Medicine  and  Sioux 
Valley  Hospital;  Professor  of  Pathology,  School  of 
Medicine,  University  of  South  Dakota. 

Supported  in  part  by  Clinical  Cancer  Training  Grant  T12  CA  08032 
from  the  National  Cancer  Institute  of  the  National  Institute  of  Health 
U.S.  Public  Health  Service. 


lower  uterine  segment  perforation  from  which  300  cc’s  of 
hematoma  was  removed.  The  patient  was  taken  to  the 
operating  room  and  explored  through  a transverse 
Pfannenstiel  incision.  The  perforation  noted  before  was 
covered  by  a bladder  flap.  There  was  no  free  fluid  in  the 
peritoneal  cavity  or  broad  ligament.  A total  abdominal 
hysterectomy  was  carried  out. 

LABORATORY  DATA:  Urinalysis;  dark  yellow  and 

cloudy,  specific  gravity  1.031,  pH  5.0,  1+  protein,  4 + 
glucose  (glucose  running),  negative  for  ketone  bodies  and 
bile,  large  amount  of  hemoglobin;  5-8  white  cells/high 
power  field,  150-175  red  cells/high  power  field,  no  casts. 
Hemoglobin  9.7  gms/dl,  red  count  3.07  million/mm3, 
hematocrit  27  vols/dl,  mean  corpuscular  hemoglobin  32 
micromicrograms,  mean  corpuscular  volume  87  cubic  micra, 
mean  corpuscular  hemoglobin  concentration  35%,  total 
leukocyte  count  18,100/mm3,  platelets  302,000/mm3, 
differential — 78%  segmented  neutrophils,  13%  neutrophilic 
bands,  9%  normal  lymphocytes.  The  red  cells  were  normo- 
chromic, normocytic  and  the  platelets  normal  in  number 
and  morphology.  Blood  urea  nitrogen  was  6 mgs/dl, 
fibrinogen  220  mgs/dl  (normal  200-400  mgs/dl). 

DR.  YECHA:  This  is  a most  interesting  case  of 
severe  post  partum  hemorrhage.  Post  partum  hemor- 
rhage usually  refers  to  bleeding  which  occurs  im- 
mediately after  the  placenta  is  delivered  but  in 
practical  terms,  most  textbooks  consider  any  hemor- 
rhage after  delivery  of  the  child  until  the  puerperium 
is  ended  as  post  partum  bleeding.  There  is  also 
disagreement  as  to  the  amount  of  blood  lost  before 
bleeding  is  considered  excessive,  but  most  authorities 
would  agree  that  any  bleeding  in  excess  of  500  cc’s 
is  significant.  The  management  of  post  partum 
hemorrhage  starts  with  prevention  of  unnecessary 
anemia  during  pregnancy.  Certainly  serial  hemo- 
globins and  hematocrits  during  pregnancy  should  be 
performed  and  any  significant  anemia  corrected 
during  the  prenatal  period.  During  labor,  slow  con- 


FEBRUARY  1977 


27 


trolled  evacuation  of  the  uterus  is  preferable  al- 
though not  always  possible. 

Probably  the  most  common  cause  of  post  partum 
hemorrhage  is  uterine  atony.  Causes  of  this  in- 
clude uterine  exhaustion  from  prolonged  labor,  weak 
uterine  contractions  due  to  pharmacologic  effect 
such  as  in  general  anesthesia,  and  multiparity.  These 
conditions  do  not  necessarily  apply  in  this  case.  Uter- 
ine atony  can  also  occur  due  to  overdistention  of  the 
uterus  such  as  in  twins,  polyhydramnios,  large  fetus, 
or  abruptio  placenta.  The  baby’s  size  was  not  large 
in  this  case.  Uterine  atony  with  post  partum  bleed- 
ing can  also  be  due  to  uterine  anomalies  or  distor- 
tion of  the  uterus  by  tumor  or  scar  as  from  previous 
Cesarean  section.  Oxytocin  or  0.2  mgs.  of  ergono- 
vine  is  usually  helpful  in  uterine  atony.  None  of  the 
above  apply  in  our  case  and  uterine  atony  was 
probably  not  the  cause  of  the  bleeding. 

A second  cause  of  post  partum  hemorrhage  is 
retained  placenta  and/or  membranes.  Retained 
placenta  with  membranes  may  occur  over  any  area 
of  scarring.  The  injection  of  ergonovine  with  the 
delivery  of  the  shoulder  is  widely  used.  However, 
this  can  be  somewhat  hazardous  as  the  placenta  or 
an  unsuspected  twin  can  be  trapped.  We  do  not 
know  from  the  protocol  whether  oxytocin  or  ergono- 
vine were  given  before  the  third  stage  of  labor. 
We  are  told  that  uterine  massage  and  oxytocin  were 
given  after  the  second  stage  of  labor  without  slowing 
of  the  hemorrhage.  I should  note  at  this  point  that 
uterine  massage  to  expel  the  placenta  must  be  gentle 
or  irregular  constriction  rings  may  form.  Best  known 
of  these  constriction  rings  is  the  hour  glass  contrac- 
tion in  which  there  is  distention  of  the  upper 
uterine  segment  with  constriction  between  the  upper 
and  lower  uterine  segments.  This  may  lead  to  re- 
tention of  the  placenta.  The  lower  uterine  segment  is 
flaccid  and  unless  the  placenta  has  been  separated, 
no  bleeding  will  be  apparent.  The  upper  uterine 
segment  will  often  balloon  with  hemorrhage.  The 
cause  of  this  hour  glass  constriction  is  not  known, 
although  the  incidence  is  increased  with  the  use  of 
uterotonic  agents.  We  are  not  sure  when  the  utero- 
tonic  agents  were  given  in  this  case  so  it  is  hard  to 
incriminate  them.  Although  it  may  not  apply  in 
this  case,  improper  progress  or  conduct  of  labor 
such  as  too  rapid  a delivery,  premature  attempts 
at  expulsion  of  the  placenta  by  crede  maneuver, 
excessive  traction  on  the  umbilical  cord,  or  admin- 
istration of  uterotonic  agents  too  early  can  all  lead 
to  failure  of  explusion  of  the  placenta  and  an  in- 
creased incidence  of  post  partum  bleeding.  One  must 
not  forget  that  coagulation  disorders  can  lead  to 
post  partum  hemorrhage  and  they  should  always  be 
considered. 


The  usual  management  of  post  partum  bleeding 
or  retained  placenta  is  gentle  even  massage  of  the 
uterus  and  the  intramuscular  injection  of  approxi- 
mately 10  units  of  oxytocin.  Intravenous  oxytocin 
may  cause  severe  hypertension.  Inspection  of  the 
vulvar  and  perineal  areas  for  possible  laceration 
should  be  performed  immediately  and  vaginal  lacer- 
ations should  also  be  ruled  out.  Most  vaginal  lacera- 
tions are  longitudinal.  However,  circular  vaginal 
lacerations  also  occur  and  can  lead  to  severe  post 
partum  hemorrhage.  Circular  lacerations  high  in  the 
vagina  can  lead  to  colporrhexis  which  is  secondary 
to  herniation  of  the  peritoneal  contents  down  into 
the  vaginal  area.  This  type  of  laceration  may  also 
involve  the  uterine  vessels.  Inspection  of  the  cervix 
and  lower  uterine  segments  for  lacerations  is  very 
important.  We  must  always  consider  uterine  rupture 
which  can  be  spontaneous,  traumatic,  or  through 
an  old  scar  from  a Cesarean  section.  We  are  told 
that  there  is  a small  vaginal  laceration  without 
bleeding  but  there  is  a perforation  of  the  lower 
uterine  segment.  This  perforation  could  have  been 
due  to  overzealous  attempts  at  manual  removal  of 
the  placenta.  Although  the  placenta  was  not  expelled 
in  this  case,  it  should  be  noted  that  in  cases  of  post 
partum  hemorrhage  that  the  placenta  should  be 
carefully  inspected.  If  there  are  obviously  missing 
cotyledons,  one  can  suspect  that  there  is  retained 
placenta  producing  the  post  partum  uterine  hemor- 
rhage. 

A final  very  rare  cause  of  uterine  hemorrhage  is 
uterine  inversion.  This  is  very  rare  and  should  be 
able  to  be  ruled  out  by  inspection. 

All  of  the  above  causes  of  post  partum  hemor- 
rhage are  unlikely  except  for  retained  placenta.  We 
must  consider  placenta  accreta.  In  this  condition  the 
decidua  is  deficient  and  the  placenta  is  adherent  to 
the  myometrium.  Rare  forms  of  placenta  accreta  in- 
clude placenta  increta  or  incerta  where  the  villi 
penetrate  into  myometrium  and  also  placenta  per- 
creta  where  the  placental  villi  extend  through  the 
uterine  wall.  There  is  often  a high  incidence  of 
rupture  of  the  uterus  in  placenta  percreta.  The  in- 
cidence of  placenta  accreta  is  increased  in  any  in- 
jury to  the  endometrium  from  previous  trauma,  in- 
fection, or  surgery.  Deficient  decidua  may  also  oc- 
cur over  submucous  leiomyomas,  in  the  lower 
uterine  segment,  or  uterine  anomalies  may  be  a site 
for  placenta  accreta.  Placenta  accreta  may  be  com- 
plete where  there  is  no  separation  between  the 
placenta  and  myometrial  wall.  In  this  case,  there 
is  often  no  immediate  bleeding.  However,  vigorous 
attempts  at  manual  removal  may  cause  increased 
bleeding  from  the  placenta  itself  or  produce  perfora- 
tion of  the  uterine  wall.  In  incomplete  placenta 
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accreta  there  is  partial  separation  and  severe  post 
partum  bleeding.  This  case  with  the  inability  to  re- 
move the  placenta  during  the  third  stage  of  labor 
and  the  post  partum  hemorrhage  certainly  is  typical 
of  incomplete  placenta  accreta. 

Dr.  Yecha’s  Diagnosis 

placenta  accreta. 

DR.  BARLOW:  Dr.  Lee,  would  you  like  to  make 
any  statements  about  the  management  of  the  pa- 
tient or  the  data  in  the  protocol? 

DR.  LEE:  When  I first  examined  this  patient,  there 
was  such  edema  of  the  external  genitalia  that  visual- 
ization of  the  vagina  and  cervix  was  extremely 
difficult.  This  patient  was  extremely  hypotensive 
when  she  was  admitted.  She  had  experienced  severe 
post  partum  hemorrhage.  In  placenta  accreta  with 
post  partum  hemorrhage,  there  is  often  a 60% 
mortality.  The  laboratory  data  are  very  misleading 
because  they  were  done  after  arrival  and  trans- 
fusions were  administered  both  at  the  other  hospital 
and  at  this  one.  I would  have  guessed  that  the  pa- 
tient’s hemoglobin  at  the  time  of  arrival  was  some- 
were  in  the  vicinity  of  5 gms/dl.  I noted  the  find- 
ings as  described  in  the  protocol  with  the  adherent 
placenta  and  the  uterine  laceration.  Because  I felt 
that  this  was  a case  of  placenta  accreta,  a hysterec- 
tomy was  performed. 

DR.  BARLOW:  The  findings  were  typical  of  pla- 
centa accreta.  The  placenta  was  adherent  at  the 
fundus.  On  microscopic  section,  the  villi  abut  on 
the  myometrium  (Fig.  1).  There  is  no  intervening 
decidua.  The  basic  pathologic  defect  in  this  disease, 
as  has  been  pointed  out,  is  that  the  decidua  is 
deficient.  In  normal  parturition  during  the  third 
stage  of  labor  since  the  villi  are  implanted  within 
the  decidua,  a plane  of  cleavage  forms  within  the 
decidua.  The  placenta  then  easily  separates  along 
the  decidual  cleavage  plane.  In  placenta  accreta,  no 
such  cleavage  plane  is  possible.  The  villi  abut  di- 
rectly upon  the  myometrium  and  are  anchored  fast. 
Placenta  accreta  can  be  classified  by  the  extent  of 
the  adherence  of  the  placenta — complete,  incom- 
plete and  focal.  Complete  is  very  rare.  Partial 
placenta  accreta  was  well  demonstrated  by  this  case. 
In  focal  placenta  accreta,  only  a small  amount  of  the 
placenta  is  adherent.  Indeed,  focal  placenta  accreta 
may  not  be  uncommon  and  may  be  the  cause  of 
small  portions  of  retained  placenta — a frequent 
occurrence.  Placenta  accreta  is  also  classified  by  the 
extent  of  penetration  of  the  villi  into  the  myome- 
trium— accreta,  increta  and  percreta  as  Dr.  Yecha 
has  described.  Placenta  increta  and  percreta  are 
rare.  The  latter  usually  is  seen  penetrating  a uterine 


Figure  1 

Chorionic  villi  directly  in  contact  with  myometrium  without 
intervening  decidua. 


scar.  Almost  always  only  placenta  accreta  is  present 
in  which  the  villi  are  directly  in  contact  with  the 
myometrium  which  shows  focal  hyalinization.  Part 
of  this  hyalinization  may  be  due  to  the  fusion  of 
Rohr’s  and  Nitabuch's  fibrin  striae. 

Complications  of  placenta  accreta  include  per- 
foration, either  at  the  site  of  the  adherent  placenta 
or  in  other  areas  of  the  uterus  from  vigorous  at- 
tempts at  removal  of  the  placenta;  and  post  partum 
hemorrhage  which  is  the  most  frequent  complication 
and  occurs  because  the  normal  post  partum  uterine 
tonic  contractions  are  prevented  by  the  retained 
placenta.  Infection  or  inversion  of  the  uterus  can  be 
sequelae  of  placenta  accreta,  often  due  to  manip- 
ulation in  an  attempt  to  cause  expulsion  of  the 
adherent  placenta. 

ANATOMIC  DIAGNOSIS 
PLACENTA  ACCRETA 

Dr.  Lee  do  you  have  some  comments? 

DR.  LEE:  Placenta  accreta  is  an  abnormal  adher- 
ence of  placenta  to  the  uterine  myometrium.  The 
basic  histopathology  is  in  the  defective  formation 
of  decidua  basalis.  In  many  reported  cases  of  pla- 
centa accreta,  the  common  contributing  factor  is  the 
pre-existing  anatomic  defect  in  endomyometrium. 
Clinically,  this  defect  is  usually  secondary  to  prior 
instrumentation  in  the  uterine  cavity  or  residual 
damage  from  prior  endomyometritis,  as  subsequent 
to  septic  abortion. 

Unfortunately,  placenta  accreta  has  practically  no 
prodromal  symptoms  until  the  third  stage  of  labor. 
Therefore,  antenatal  diagnosis  and  precaution  are 
not  possible.  Rarely  in  cases  of  placenta  percreta 
secondary  trophoblastic  invasion  of  entire  uterine 
wall  and  eventual  perforation  may  be  seen  during 
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pregnancy.  Therefore,  the  problem  of  placenta  ac- 
creta  is  a situational  crisis  unique  to  third  stage  of  la- 
bor and  requires  good  clinical  common  sense  and 
judgment  for  the  diagnosis  and  management.  The 
morbidity  and  mortality  of  this  condition  are  high. 

The  diagnosis  of  abnormal  placental  implantation 
requires  manual  exploration  of  the  uterine  cavity. 
After  a reasonable  waiting  period,  one  must  decide 
to  explore  the  uterine  cavity  in  the  absence  of  spon- 
taneous placental  separation  in  an  effort  to  remove 
the  placenta  manually.  Some  type  of  analgesic  or 
anesthetic  is  mandatory  for  this  purpose.  I would 
like  to  emphasize  to  the  students  that  there  is  only 
one  basic  principle  in  removing  the  placenta  manu- 
ally. The  basic  principle  is  to  find  a cleavage  plane 
between  the  maternal  surface  of  the  placenta  and 
uterine  wall.  A complete  and  total  separation  of 
placenta  should  be  made  through  the  cleavage  plane, 
only  then,  can  the  entire  placenta  be  removed  in  one 
specimen  in  toto.  With  partial  placenta  accreta,  one 
would  find  inability  to  separate  the  placenta  in  its 
entirety  because  of  the  lack  of  cleavage  plane.  Any 
further  trial  of  removing  the  incompletely  separated 
placenta  would  cause  uterine  perforation  and  a pos- 
sible fatal  hemorrhage.  Hysterectomy  is  a must  pro- 
cedure on  this  occasion  as  a life  saving  measure. 

With  complete  placenta  accreta,  one  would  find 
total  lack  of  a cleavage  plane  between  the  maternal 
surface  of  placenta  and  the  uterine  wall.  Usually 
there  is  no  uterine  bleeding  associated  with  the 
placenta  in  situ  unless  one  is  forced  to  remove  the 
placenta  manually.  The  usual  choice  of  treatment  in 
this  case  is  immediate  hysterectomy.  However,  it  has 
been  reported  that  the  non-surgical  conservative 
management  of  “wait  and  spontaneous  slough” — sec- 
ondary to  placental  degeneration,  has  a rare  indica- 
tion and  place  in  the  management  of  complete 
placenta  accreta  as  reported  by  McKeough  and 
D’errico.6 

Someone  brought  up  a question  about  the  long 
term  follow-up  of  this  patient.  Indeed,  the  patient, 
being  a registered  nurse,  raised  many  pertinent  ques- 
tions in  regard  to  her  future  femininity  and  health  in 
general.  One  of  the  subjects  that  I have  discussed 
with  her  was  the  genesis  of  Sheehan’s  syndrome  as  a 
remote  complication  to  massive  post  partum  hemor- 
rhage and  shock.  I should  like  to  emphasize  that  one 
would  not  have  to  have  a life  threatening  post  par- 
tum hemorrhage  to  have  Sheehan’s  syndrome  as  a 
complication. 

The  blood  supply  to  the  anterior  pituitary  gland 
is  totally  dependent  upon  the  portal  circulation 
which  connects  the  vascular  network  from  the  medi- 
an eminence  to  the  adenohypophysis.  It  has  been 
speculated  that  any  sudden  decrease  in  systemic 


blood  pressure  would  induce  collapse  of  the  low 
pressure  portal  circulation.  Vascular  thrombi  form 
in  the  portal  circulation  resulting  in  necrosis  of  the 
adenohypophysis.  Recently  a pathogenesis  based 
upon  vascular  thrombosis  generated  by  disseminated 
intravascular  coagulation  (DIC)  and  fibrinolysis  has 
also  become  popular.  Post  partum  hemorrhage  is 
often  associated  with  disseminated  intravascular  co- 
agulation and  fibrinolysis  as  are  abruptio  placentae, 
amniotic  fluid  embolism,  and  dead  fetus  syndrome. 
Therefore,  one  should  keep  in  mind  the  possibility 
of  the  rare  complication  of  Sheehan’s  syndrome  in  a 
patient  who  has  had  severe  post  partum  hemorrhage 
and  shock. 

The  common  first  symptom  of  Sheehan’s  syn- 
drome is  early  cessation  of  lactation  in  a breast  feed- 
ing individual.  In  those  who  are  not  breast  feeding, 
the  most  common  symptom  is  the  failure  of  the 
resumption  of  menstrual  periods.  The  amenorrhea 
is  usually  associated  with  manifestations  of  the 
hypoestrogenic  state. 

Eventually,  hypothyroidism  and  adrenal  insuf- 
ficiency may  develop.  However,  mineral  regulating 
corticoid  metabolism  will  remain  relatively  intact 
even  in  the  presence  of  other  adrenal  insufficiency 
because  the  regulatory  mechanism  is  largely  based 
upon  the  renin-angiotensin-aldosterone  cycle. 

I should  like  to  emphasize  that  the  sequence  of 
disappearance  of  hormones  of  the  adenohypophysis 
is  unique.  The  gonadotropins  (FSH  and  LH)  are 
the  first  to  decrease,  then  growth  hormone  (GH), 
thyroid  stimulating  hormone  (TSH)  and  adreno- 
corticotrophic  hormone  (ACTH)  decrease  in  that 
order. 

With  the  introduction  of  sensitive  radioimmunoas- 
sy  methods  to  measure  pituitary  trophic  hormones 
and  the  availability  of  synthetic  hypothalamic  re- 
leasing hormones,  we  are  very  fortunate  that  we 
can  quantitate  the  endocrine  reserve  state  of  the 
adenohypophysis  before  the  patient  manifests  severe 
deficiency  states  of  any  of  the  above  hormones.  For 
example,  synthetic  gonadotropin  releasing  hormone 
(GnRH)  may  be  used  to  provoke  follicle  stimulat- 
ing hormone  (FSH)  and  luteinizing  hormone  (LH) 
release  from  the  adenohypophysis.  Growth  hormone 
(GH)  reserve  may  be  challenged  by  the  physical 
exercise  test  or  the  arginine  infusion  test.  Adreno- 
cortiocotrophic  hormone  (ACTH)  reserve  can  be 
challenged  by  the  metyrapone  test.  Synthetic  thyro- 
tropin releasing  hormone  (TRH)  can  be  used  to 
provoke  thyroid  stimulating  hormone  (TSH)  as 
well  as  for  the  release  of  the  prolactin  from  adeno- 
hypophysis to  test  pituitary  reserve. 

Finally,  I should  like  to  add  that  although  these 
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pituitary  reserve  tests  may  be  used,  when  indicated, 
as  a provocative  test  for  the  endocrine  milieu  of  the 
adenohypophysis  one  should  wait  a minimum  of  12 
weeks  from  the  date  of  delivery  since  the  immediate 
post  partum  period  gives  rise  to  so  many  physiologic 
variables  that  proper  interpretation  of  such  endo- 
crine data  would  be  most  difficult. 
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amount  he  can  borrow.  But,  when  he  dies, 
his  measure  of  success  is  now  the  amount 
his  widow  is  able  to  repay. 

To  reduce  the  unavoidable  costs  of  dying, 
why  not  consider  using  DISCOUNTED 
DOLLARS? 

You  have  the  right  to  know  in  terms  of 
dollar  bills: 

1)  what  the  cost  of  your  death  will  be, 

2)  what  the  remaining  value  of  your 
estate  will  be, 

3)  and  estate  planning  tools  that  you 

may  use  to  conserve  your  estate. 

Yes,  YOU  HAVE  A RIGHT  TO  KNOW  and 
the  Equitable  of  Iowa  Insurance  Company 
would  like  to  be  of  service  to  you. 

For  further  information,  write: 

Quentin  De  Saix  and  Associates 
Suite  316,  Security  Bldg. 

V 101  South  Main  Avenue 
Sioux  Falls,  SD  57102 
(605)  336-3545 

EQUITABLE  OF  IOWA 
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THE 

ALUMNI 

ASSOCIATION 


of  the 

SOUTH  DAKOTA  SCHOOL  OF  MEDICINE 


has  been  established  by  the  South  Dakota  Medical  School  Endow- 
ment Association.  Among  other  activities,  the  Alumni  Association 
serves  as  a source  of  information  for  graduates  and  assists  in 
the  organization  of  class  reunions. 

As  of  1977  the  South  Dakota  School  of  Medicine  is  a four-year 
degree  granting  school,  and  through  the  Alumni  Association  the 
school,  and  past  and  present  students  will  be  better  served. 


Contributions  may  be  sent  to: 

Alumni  Association 
South  Dakota  Medical  School 
Endowment  Association 
608  West  Avenue,  North 
Sioux  Falls,  South  Dakota  57104 
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SOUTH  DAKOTA 


This  Is  Your 

Medical  Association 


Richard  A.  Jaqua,  M.D.  and 
Edward  C.  Farkas,  M.D.,  Sioux 
Falls,  have  been  certified  by  the 
American  Board  of  Nuclear 
Medicine. 

* * * * 


Wenzel  J.  Kovarik,  M.D.,  Paul 
F.  Dzintars,  M.D.,  Rapid  City, 
and  Richard  W.  Friess,  M.D., 

Sioux  Falls,  have  been  named 
Fellows  of  the  American 
Academy  of  Family  Physicians. 
* * * * 


A director’s  citation,  the  highest 
honor  award  of  the  Social  Securi- 
ty Administration’s  Bureau  of 
Disability  Insurance,  has  been 
presented  to  Stephen  M.  Brzica, 
M.D.,  Sioux  Falls,  Chief  Medical 
Office  of  the  Disability  Deter- 
mination Services  in  South 
Dakota. 

* * * * 


Robert  Van  Demark,  M.D.  and 
Bob  Van  Demark,  M.D.,  Sioux 
Falls,  attended  a Harvard  post- 
graduate course  in  Boston  re- 
cently. The  course  on  Primary 
Malignant  Tumors  of  the  Bone 
was  presented  by  the  Massachu- 
setts General  Hospital  staff. 


At  the  annual  meeting  of  the 
South  Dakota  Mental  Health 
Association  Bernard  C.  Gerber, 
M.D.,  Aberdeen,  was  elected  to 
the  Board  of  Directors. 

* * * * 


Gerald  E.  Tracy,  M.D.,  Water- 
town,  past  president  of  the  State 
Medical  Association,  is  recuper- 
ating following  a heart  attack  in 
early  December. 


YOUR 

CONTRIBUTION 
TO  THE 

SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT 
FUND 
IS  NEEDED 


Peter  J.  O’Brien,  M.D.,  Sioux 
Falls,  discussed  “Flail  Chest”  at 
the  Respiratory  Therapy  Con- 
ference held  in  Sioux  Falls. 

* ^ * 


Jack  Mobley,  M.D.,  former  as- 
sociate dean  of  clinical  sciences 
for  the  USD  School  of  Medicine, 
has  been  named  dean  of  the  East 
Tennessee  State  University  Col- 
lege of  Medicine. 

* * * * 


The  Black  Hills  Audubon  Soci- 
ety had  a slide  presentation  on 
southern  Africa  and  a program 
presented  by  Nathaniel  Whitney, 
M.D.,  Rapid  City. 

* * * * 


“Doc  Peeke,”  a biography  by 
Deanna  V.  Boone  on  Alonzo  P. 
Peeke,  M.D.  and  his  nearly  50 
years  as  a general  practitioner  in 
Volga,  has  been  released.  The 
book  traces  Dr.  Peeke’s  life  from 
his  boyhood  in  Japan  to  his  cur- 
rent practice  in  Volga  and  in- 
cludes more  than  40  photos  of 
his  life. 
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Clinicopathological  Conference 
Fifty-Two  Year  Old  Female  With  Sudden 
Onset  of  Right  Lower  Quadrant  Pain 

John  F.  Barlow,  M.D. 

Christine  Bucy,  M.D. 


Problem  Solving  in  Diagnostics  and 
Therapeutics  of  Neurology 
Lecture  #17 — Treatment  of  “Stroke” 

George  C.  Flora,  M.D. 


Hypotensive  Anesthesia  in  Total 
Hip  Replacement 

H.  Phil  Gross,  M.D. 
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From  Lilly/Dista  Research 

NALPON" 

fenoprofen  calcium 

300-mg.  Pulvules 


lOISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  available  to  the  profession 
on  request. 

•Present  as  345.9  mg.  of  the  calcium  salt  of  fenoprofen  dihydrat© 
equivalent  to  300  mg.  fenoprofen. 
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A character 

all  its  own. 

Valium  (diazepam)  is  a 
benzodiazepine  with  a 
character  all  its  own. 
Pharmacologically,  it  has  been  described 
as  more  potent  mg-per-mg  than  other 
available  anxiolytic  benzodiazepines. 
Pharmacokinetically,  only  Valium  pro- 
vides active  diazepam  as  well  as  the 
active  metabolites  3-hydroxydiazepam, 
desmethyldiazepam  and  oxazepam. 

But  the  individual  character  of 
Valium  is  even  more  apparent  clinically 
than  pharmacokinetically.  And  far  more 
significant.  That’s  because  of  the  patient 
response  obtained  with  Valium.  A re- 
sponse which  brings  a calmer  frame  of 
mind.  A response  which  has  a pro- 
nounced effect  on  the  somatic  symp- 
toms of  anxiety,  particularly  muscular 
tension.  A response  which  helps  the  pa- 
tient feel  more  like  himself  again  be- 
cause of  the  way  Valium  reduces  the 
overwhelming  symptoms  of  anxiety  and 
psychic  tension. 

Another  important  aspect  of  the 
clinical  character  of  Valium  is  safety. 
Though  drowsiness,  ataxia  and  fatigue 
are  possible,  these  and  more  serious 
side  effects  are  rarely  a problem.  Of 
course,  as  with  all  CNS-acting  drugs, 
patients  taking  Valium  should  be  cau- 
tioned against  driving,  operating 
dangerous  machinery  or  the  simultane- 
ous ingestion  of  alcohol. 

Unquestionably,  many  psychother- 
apeutic agents,  including  other  benzo- 
diazepines, have  antianxiety  effects. 

But  one  fact  remains:  you  get  a certain 
kind  of  patient  response  with  Valium. 

It’s  a response  you  want.  A response 
you  know.  A response  you  trust  as  part 
of  your  overall  management  of  anxiety 
and  psychic  tension. 


ValiumL 

(diazepam)^ 

2-mg,  5-mg,  10  mg  scored  tablets 

a prudent  choice  in  psychic 
tension  and  anxiety 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional  fac- 
tors; psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute  agitation, 
tremor,  delirium  tremens  and  hallucinosis  due  to 
acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathol- 
ogy; spasticity  caused  by  upper  motor  neuron  dis- 
orders; athetosis;  stiff-man  syndrome;  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the 
drug.  Children  under  6 months  of  age.  Acute  narrow 
angle  glaucoma;  may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively 
in  convulsive  disorders,  possibility  of  increase  in  fre- 
quency and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity 
of  seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and  al- 
cohol) have  occurred  following  abrupt  discon- 
tinuance (convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful  surveil- 
lance because  of  their  predisposition  to  habituation 
and  dependence 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  al- 
most always  be  avoided  because  of  in- 
creased risk  of  congenital  malformations 
as  suggested  in  several  studies.  Consider 
possibility  of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss  therapy 
if  they  intend  to  or  do  become  pregnant. 
Precautions:  If  combined  with  other  psycho- 
tropics or  anticonvulsants,  consider  carefully  phar- 
macology of  agents  employed;  drugs  such  as 
phenothiazines,  narcotics,  barbiturates,  MAO  in- 
hibitors and  other  antidepressants  may  potentiate  its 
action.  Usual  precautions  indicated  in  patients  se- 
verely depressed,  or  with  latent  depression,  or  with 
suicidal  tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated 
to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue,  de- 
pression, dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary  re- 
tention, blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety  hallucinations,  in- 
creased muscle  spasticity,  insomnia,  rage,  sleep  dis- 
turbances, stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and 
liver  function  tests  advisable  during  long-term 
therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 
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Future  Meetings 


April 

Current  Concepts  in  the  Management 
of  Diabetes,  New  York  U,  April 
1-2.  9 Vi  hrs.  Category  I credits. 
Fee:  $150.  Info:  Reg.  Off.,  NYU 
Post-Grad.  Med.  School,  550  First 
Ave.,  New  York,  NY  10016. 

Clinical  Surgery,  Alumni  Hall  And.. 
550  First  Ave.,  New  York  City, 
April  4-8.  Tuition:  $335.  27  hrs. 
Category  I credits.  Regis.  Dept: 
Post-Grad.  Med.  School,  Rm  4- 
20-0,  LHB,  550  First  Ave.,  New 
York,  NY  10016. 

Gastrointestinal  Diseases,  New  Devel- 
opments in  the  Diagnosis  and 
Treatment  for  the  Internist  and  Pri- 
mary Care  Physician,  New  York  U, 
April  6-8.  18  hrs.  Category  I cred- 
its. Fee  $180.  Info:  Reg.  Off.,  NYU 
Post-Graduate  Med.  School,  550 
First  Ave.,  New  York,  NY  10016. 

USD  Medical  School  Dept,  of  Neu- 
rology, April  7 (a.m. — V.A.  Hosp., 
Fort  Meade,  SD)  (4:00  p.m. — 
Rapid  City  Reg.  Hosp,  Rapid  City, 
SD)  April  8 — V.A.  Hosp,  Hot 
Springs,  SD,  Category  I credits. 
Info:  USD  School  of  Med,  West 
River  Off,  1015  12th  St,  Rapid  City, 
SD  57701. 


USD  Med.  School  Dept,  of  Internal 
Med,  “Evaluation  of  Proteinuria 
and  Hematuria,”  April  14  (12:00 
noon — Rapid  City  Reg.  Hosp,  Rap- 
id City,  SD)  (7:00  p.m. — St.  Joseph’s 
Hosp,  Deadwood,  SD),  Category  I 
credits.  Info:  USD  School  of  Med, 
West  River  Off,  1015  12th  St,  Rapid 
City,  SD  57701. 

Annual  Spring  Conference  of  the  Ray- 
mond Blank  Memorial  Hospital  for 
Children,  Iowa  Methodist  Med. 
Center,  Des  Moines,  IA,  April  14- 
15.  Contact:  Wm.  J.  McAveney, 
M.D.,  Raymond  Blank  Mem.  Hosp. 
for  Children,  1200  Pleasant  St, 
Des  Moines,  la  50308. 

Office  Orthopedics,  Louis  E.  Mayer 
Auditorium,  USC  Health  Sciences 
Campus,  Los  Angeles,  CA,  April 
14-15.  14  hrs.  AMA  Category  I 
credits.  Contact:  Assoc.  Dean.  USC 
School  of  Med.,  Postgraduate  Div., 
2025  Zonal  Ave.,  Los  Angeles,  CA 
90033. 

Maxillofacial  Trauma,  St.  Paul  Ram- 
sey Hosp.,  St.  Paul,  MN,  spon- 
sored by  U.  of  Minn.  Med.  School, 
April  15-17.  22  hrs.  credit.  Fee: 
$300.  Contact:  Off.  of  Con.  Med. 
Ed,  U.  of  Minn  Med.  School,  Box 
293  Mayo  Mem.  Bldg.,  Minneapo- 
lis, MN  55455. 


Practical  Clinical  Cardiology,  El 

Presidente  Hotel,  Cozumel  Island, 
Mexico,  April  18-20,  sponsored  by 
Temple  U.  18  hrs.  Category  I 
credits.  Fee:  $150.  Contact:  Asst. 
Dean,  CME,  Temple  U.  School  of 
Med,  3400  N.  Broad  St.,  Phila- 
delphia, PA  19140. 

Intensive  Review  of  Family  Practice, 

Louis  B.  Mayer  Aud.,  USC  Health 
Sciences  Campus,  Los  Angeles,  CA, 
April  18-29.  60  hrs.  Category  I 
credits.  Contact:  Assoc.  Dean,  USC 
School  of  Med.,  Postgrad.  Div., 
2025  Zonal  Ave.,  Los  Angeles,  CA 
90033. 

USD  Med.  School  Dept,  of  Psychiatry, 

April  20 — 6:00  p.m.  Rapid  City 
Reg.  Hosp,  Rapid  City,  SD,  April 
21 — V.A.  Hosp,  Fort  Meade,  SD, 
Category  I credits.  Info:  USD 

School  of  Med,  West  River  Off, 
1015  12th  St,  Rapid  City,  SD 
57701. 

Current  Topics  in  Clinical  Laboratory 

Science,  Mayo  Mem.  Aud.,  U.  of 
Minn,  Minneapolis,  MN,  April  20- 
23,  18  hrs.  credit.  Fee:  $100.  Con- 
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CLINICOPATHOLOGICAL  CONFERENCE 

From  the  Intern  and  Resident  Teaching  Conferences  at  the  Sioux  Valley  Hospital , conducted  by 
the  Department  of  Pathology  of  the  Hospital  and  of  the  School  of  Medicine 
of  the  University  of  South  Dakota 


FIFTY-TWO  YEAR  OTD  FEMATE  WITH  SUDDEN  ONSET 
OF  RIGHT  LOWER  QUADRANT  PAIN 


Christine  Bucy,  M.D.* 

Discusser 


John  F.  Barlow,  M.D.,  FCAP** 

Pathologist — Editor 


CASE  NO:  692617 

This  52-year-old  Caucasian  female  was  admitted  to  Sioux 
Valley  Hospital  because  of  the  sudden  onset  of  right  lower 
quadrant  pain  of  several  hours  duration. 

The  patient  awoke  in  the  early  morning  complaining  of 
constant  aching  in  the  right  lower  quadrant  without  radia- 
tion. There  was  no  movement  or  method  by  which  the  pain 
was  made  worse  or  better.  The  patient  vomited  twice  with- 
out blood.  She  had  had  a normal  bowel  movement  without 
blood.  This  did  not  relieve  the  pain.  She  came  to  the  emer- 
gency room  within  a few  hours  because  of  unremitting 
pain.  She  denied  any  fever,  chills,  diarrhea  or  other  prob- 
lems. However,  she  said  she  had  had  a similar  milder  pain 
approximately  one  year  ago.  At  that  time  she  was  told  that 
she  had  cystitis.  She  was  treated  with  medication  and  the 
pain  resolved.  Six  months  ago  she  had  right  lower  quadrant 
pain  and  had  a barium  enema  examination.  She  was  told 
that  she  had  colitis.  The  pain  resolved  at  this  time  also  with- 
out specific  treatment.  The  last  episode  of  aching  right  lower 
quadrant  pain  was  one  week  ago  and  was  associated  with 
chilly  sensations.  The  pain  lasted  five  to  eight  hours  and 
subsided  spontaneously.  The  patient  had  never  had  ab- 
dominal surgery.  There  were  no  other  gastrointestinal  com- 
plaints. The  patient’s  last  menstrual  period  was  three  years 
previous.  There  was  no  history  of  vaginal  discharge,  spot- 
ting, or  dyspareunia.  The  last  pelvic  examination  had  been 
10  months  ago.  The  patient  had  been  feeling  well  with  no 
anorexia,  weight  loss  and  had  eaten  a full  meal  the  night  be- 
fore the  pain  awoke  her  in  the  early  morning. 

There  was  no  other  history  of  hospitalizations  or  serious 
illnesses.  Review  of  systems  revealed  only  that  the  patient 
had  had  a congenitally  rotated  right  forearm  which  had  not 
caused  her  any  significant  problems. 

PHYSICAL  EXAMINATION:  Temperature  99°F,  pulse 
75/minute  and  regular;  respirations  20/minute  and  regular. 
Blood  pressure  102  systolic  and  54  diastolic.  The  pupils 
were  round,  equal  and  reactive  to  light.  The  fundi  were 
negative.  There  was  no  other  abnormality  of  the  head  or  the 
neck.  The  lungs  were  clear  to  auscultation  and  percussion. 
The  heart  had  a normal  sinus  rhythm  and  was  not  enlarged. 


* Resident  in  Family  and  Community  Medicine,  Sioux 
Falls,  S.D. 

**Pathologist,  Laboratory  of  Clinical  Medicine  and  Sioux 
Valley  Hospital;  Professor  of  Pathology,  School  of  Medi- 
cine, University  of  South  Dakota. 

Supported  in  part  by  Clinical  Cancer  Training  Grant  T12  CA  08032 
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There  were  no  murmurs  or  abnormal  sounds.  The  peripheral 
pulses  were  intact,  4 + . and  equal  bilaterally.  The  abdomen 
was  markedly  obese.  The  bowel  sounds  were  present  and 
minimally  decreased.  The  abdomen  was  soft  in  all  four 
quadrants  with  no  guarding  or  masses.  There  was  no 
costovertebral  tenderness.  Pelvic  examination  revealed  a 
pale  smooth  clean  vagina  and  a cervix  which  was  unre- 
markable. The  fundus  was  posterior,  small,  firm  and  mobile 
but  slightly  tender.  Both  adnexa  contained  firm,  irregular 
cauliflower  masses  with  hard,  tender  nodularity  particularly 
in  the  right  adnexa.  There  was  also  nodularity  in  the 
posterior  cul-de-sac.  Neurologic  examination  revealed  no 
abnormality.  The  cranial  nerves  II-XII  were  within  normal 
limits.  Sensation  and  motor  modalities  were  grossly  normal. 

LABORATORY  DATA:  urinalysis — yellow,  cloudy;  specif- 
ic gravity  1.018;  pH  6.0;  negative  for  protein,  glucose, 
ketone  bodies,  bile,  hemoglobin;  sediment — no  white  cells, 
5 to  7 red  cells/hpf,  small  amount  of  bacteria  and  a small 
amount  of  epithelial  cells.  Hemoglobin  12.3  gms/dl,  total 
leukocyte  count  9,100/mm3  with  77%  segmented  neutro- 
phils, 23%  normal  lymphocytes.  The  red  cells  showed  slight 
anisocytosis  and  poikilocytosis  but  were  normochromic. 
The  platelets  appeared  normal  in  number  and  morphology 
on  smear.  pH  7.36,  pCO,  49  mmHg,  C02  content  28 
meq/L,  sodium  130  meq/L,  potassium  3.5  meq/L,  chloride 
100  meq/L.  Lactic  dehydrogenase,  alkaline  phosphatase, 
aspartate  aminotransferase  (SGOT),  total  bilirubin,  calcium, 
total  protein,  inorganic  phosphorus,  blood  urea  nitrogen, 
creatinine,  uric  acid,  and  cholesterol  were  within  normal 
limits.  A glucose  was  150  gms/dl. 

An  infusion  pyelogram  with  bilateral  nephrotomography 
revealed  a density  in  the  right  lower  quadrant  superimposed 
upon  the  region  of  the  cecum  which  was  interpreted  as  a 
probable  appendicolith  in  a retrocecal  appendage.  The 
pyelogram  was  otherwise  unremarkable.  A chest  film  was 
unremarkable.  A barium  enema  was  normal.  An  electro- 
cardiogram was  within  normal  limits.  An  operation  was 
performed. 

DR.  BUCY : This  menopausal  woman  had  three 
separate  episodes  of  right  lower  quadrant  abdominal 
pain.  The  laboratory  data  are  not  very  helpful.  When 
I first  read  the  protocol  with  the  description  of  the 
nodules  in  the  cul-de-sac  and  adnexa,  my  impression 
was  endometriosis.  She  had  episodes  of  pain  that 
lasted  five  to  seven  hours  and  remitted  spontaneous- 
ly. Frequently,  endometriotic  cysts  may  rupture  and 
produce  peritoneal  irritation  and  cause  pain.  Im- 
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plants  of  endometriosis  might  also  account  for  the 
red  blood  cells  in  the  urine.  However,  she  did  not 
have  any  dyspareunia  and  her  last  menstrual  period 
was  three  years  ago.  Certainly,  in  most  menopausal 
women  the  symptoms  of  endometriosis  should  be 
diminishing.  Nevertheless,  endometriosis  has  been 
called  the  great  impersonator  of  pelvic  pathology.  As 
many  as  20%  of  females  may  be  affected  during  their 
reproductive  period.  Implants  occur  on  the  ovaries, 
uterine  ligaments,  in  the  rectovaginal  septum,  and  on 
the  peritoneum  covering  the  bladder  or  the  bowel 
wall.  Therefore,  I suppose  that  endometriosis  could 
account  for  red  cells  in  the  urine.  Unfortunately,  I do 
not  know  how  large  the  adnexal  masses  were.  They 
were  described  as  irregular  cauliflower  masses  with 
hard  tender  nodularity,  particularly  on  the  right 
adnexa. 

I have  to  consider  all  the  other  nonreproductive 
organs  that  are  in  the  right  lower  quadrant.  These 
include  the  gastrointestinal  tract  with  the  appendix, 
ileum,  cecum,  and  the  urinary  tract.  I do  not  believe 
that  there  was  any  acute  urinary  infection  taking 
place.  The  patient  had  no  chills,  fever,  dysuria  or 
costovertebral  tenderness.  Even  if  there  was  chronic 
urinary  tract  infection,  I would  expect  to  see  more 
abnormality  in  the  urine  sediment.  The  patient  also 
had  a normal  blood  pressure  and  a normal  nephro- 
tomography. I believe  that  the  palpable  pelvic 
masses  and  hematuria  were  due  to  external  involve- 
ment of  the  urinary  system. 

The  patient  had  been  told  that  she  had  colitis  but 
we  have  no  reports  on  the  barium  enema  so  I don’t 
know  who  made  the  diagnosis  or  on  what  grounds. 
She  did  have  a normal  barium  enema  after  she  was 
admitted.  Intermittent  right  sided  abdominal  pain 
certainly  could  raise  the  suspicion  of  granulomatous 
colitis.  There  have  been  cases  of  granulomatous 
colitis  without  diarrhea.  However,  she  lacked  several 
of  the  characteristic  features  of  this  disease.  There 
was  no  weight  loss  or  anemia.  I am  not  convinced 
that  she  had  any  form  of  colitis.  I do  not  feel  the 
woman  had  an  acute  abdominal  emergency.  I feel 
appendicitis  is  unlikely.  Most  surgeons  do  not  be- 
lieve in  chronic  appendicitis  as  a cause  of  episodes  of 
abdominal  pain.  There  is  often  so  much  edema  once 
the  appendix  becomes  acute  that  the  process  does 
not  subside. 

Actinomycosis  can  cause  a mass  with  induration 
in  the  right  lower  quadrant.  The  cecum  is  the  most 
common  site  of  involvement  of  actinomycosis  in  the 
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abdomen.  Certainly  actinomycosis  could  produce  a 
tumorlike  paracecal  mass.  However,  the  nodularity 
as  described  in  this  woman  was  bilateral. 

Pelvic  tuberculosis  is  uncommon  but  we  will  have 
to  keep  that  in  the  back  of  our  minds.  The  signs  and 
symptoms  are  not  typical  of  acute  diverticulitis  of  the 
colon.  There  is  usually  cramping  abdominal  pain  in 
the  left  lower  quadrant.  There  is  often  fever  and  pain 
on  defecation  which  is  not  described.  There  is  a true 
diverticulosis  of  the  colon  instead  of  pseudodivertic- 
ula  in  the  more  common  disease  of  the  sigmoid 
colon.  In  the  former  condition,  obstruction  of  the 
orifices  of  the  diverticulum  can  produce  intermittent 
abdominal  pain.  This  is  quite  uncommon. 

We  are  left  with  the  possibility  of  neoplasm.  This 
is  high  on  my  list  of  choices.  Eight  percent  of 
carcinomas  of  the  colon  arise  in  the  cecum  but 
carcinoma  of  the  cecum  would  not  explain  the 
bilateral  nodularity  described  in  this  patient.  Also,  I 
would  have  expected  a dull  nagging,  more  persistent 
pain  than  that  described  in  this  case  and  I would  not 
have  expected  it  to  have  been  present  for  a year.  The 
normal  barium  enema  also  ruled  out  this  possibility. 
Also  she  is  not  anemic  and  her  laboratory  enzyme 
studies  are  normal. 

This  leaves  us  with  neoplasms  of  the  reproductive 
system.  One  must  always  consider  neoplasms  of  the 
ovary.  Ovarian  tumors  can  present  in  a number  of 
ways.  The  common  papillary  cystic  ovarian  tumors 
are  often  soft.  The  lesions  in  this  patient  are  de- 
scribed as  hard  and  nodular.  Spread  of  an  ovarian 
tumor  to  the  contiguous  ureters  or  bladder  could 
certainly  explain  the  hematuria.  Benign  cystic 
teratomas  (dermoid  cysts)  bilaterally  could  explain 
the  radiographic  opacity  in  the  right  lower  quadrant 
if  a tooth  were  present  in  one  dermoid.  The  descrip- 
tion of  the  pelvic  examination  does  not  really  sug- 
gest dermoid  cysts  to  me. 

Dr.  Bucy’s  Diagnoses 

1.  Endometriosis 

2.  Ovarian  Neoplasm 

*DR.  CHARLES  SULLIVAN:  Wouldn't  endo- 
metriosis become  quiescent  after  the  menopause? 
DR.  BUCY : I did  mention  this.  Usually  endometrio- 
sis resolves,  but  this  could  have  been  an  extensive 
case  and  endometriosis  can  occasionally  evolve  into 
endometrial-like  carcinoma.  This  is  rare  but  it  might 
be  why  the  case  is  being  presented. 

DR.  BARLOW:  The  surgery  was  performed  by 
Dr.  Milton  Mutch.* **  A midline  incision  was  made 
and  the  abdominal  organs  were  normal.  There  was 
no  evidence  of  implants  on  the  peritoneum  or  in  the 
pelvis.  The  left  ovary  was  6 cm.  in  size  and  the  right 
ovary  was  slightly  larger,  but  the  ovary  and  tube  on 
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the  right  had  undergone  torsion  and  had  a very  dark 
necrotic  appearance.  The  uterus,  tubes,  ovaries,  and 
omentum  were  removed.  The  appendix  was  also  re- 
moved. The  first  slide  (Fig.  1)  shows  the  bilateral 
ovarian  tumors.  The  right  ovary  and  tube  have  un- 
dergone extensive  hemorrhage  infarction.  One  can 
see  external  papillations,  however,  on  this  ovary. 
The  right  ovary  was  also  cystic  and  shows  external 
papillations.  Microscopically,  (Fig.  2)  there  is 
minimal  piling  up  of  the  nuclei  on  the  papillary 
fronds.  I debated  whether  to  call  this  lesion  com- 
pletely benign  or  to  call  it  a low  grade  malignancy. 
After  some  study,  1 decided  to  call  this  a low  grade 
papillary  serous  cystadenocarcinoma.  In  addition  to 
external  papillations  there  were  similar  internal 
papillations. 


Figure  1 

Twisted  and  infarcted  tumor  on  right  compared  to  similar 
viable  cystadenocarcinoma  on  left.  The  darkly  staining  area 
in  the  viable  tumor  represents  external  papillations. 


Figure  2 

Photomicrograph  shows  papillarity  with  epithelial  budding 
but  no  solid  or  invasive  tumor  typical  of  low  grade  papillary 
serous  cystadenocarcinoma. 


* Surgeon,  Sioux  Valley  Hospital;  Clinical  Faculty,  School 
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I think  we  can  say  without  question  in  this  case 
that  the  torsion  of  the  right  ovary  caused  the  acute 
abdominal  pain.  I think  it  is  also  reasonable  to  sug- 
gest that  the  patient  had  had  previous  episodes  of 
twisting  and  untwisting  of  the  tumor  producing  the 
other  episodes  of  abdominal  pain  described  in  the 
protocol. 

*DR.  DORENCE  ENSBERG:  I think  the  descrip- 
tion of  the  pelvic  masses  is  extremely  misleading. 
Nodular  hard  masses  such  as  this  is  not  what  one 
usually  feels  in  ovarian  cystic  lesions.  I believe  this 
led  Dr.  Bucy  astray  in  her  diagnosis. 

DR.  SULLIVAN:  I am  sure  this  is  unusual  but  the 
description  is  fairly  accurate  for  the  description  of 
palpation  of  these  masses.  They  did  feel  rocky  hard. 
DR.  BARLOW:  Ovarian  tumors  are  a complex 
group  of  lesions.  However,  the  most  common  tumors 
of  the  ovary  are  lesions  involving  the  surface 
epithelium  and  the  stroma  in  a combined  prolifera- 
tion. The  epithelium  may  mimic  the  tube  (serous)  as 
in  this  case,  the  endocervix  (mucinous)  or  be 
endometrial-like  in  nature.  In  addition  to  these  types 
of  epithelium,  the  tumors  can  be  subdivided  into 
benign,  borderline  and  frankly  malignant  varieties. 
Rather  than  use  the  term  borderline,  clinically  I 
prefer  the  use  of  the  term  low  grade  carcinoma  for 
obvious  reasons.  The  frankly  malignant  lesions  show 
invasion  of  the  stroma  by  the  epithelial  elements  and 
have  a prognosis  of  not  more  than  15  to  20%  five 
year  survival.  However,  the  lesions  of  low  grade 
malignancy  such  as  this  case  may  have  a 75  to  80% 
five  year  survival.  This  is  a significant  difference. 

Since  the  bilateral  tumors  in  this  case  showed  no 
evidence  of  metastatic  involvement  of  the  pelvic  or 
general  peritoneum  and  there  was  no  associated 
ascites,  the  tumors  can  be  designated  as  Stage  lb. 
This  stage  is  associated  with  a favorable  prognosis. 
Another  reason  for  a good  prognosis  in  this  case  is 
the  minimal  atypicality  of  the  tumor  cells.  It  is 
histologically  grade  I (four  grades).  Unfortunately, 
most  ovarian  serous  cystadenocarcinomas,  which  are 
more  malignant  varieties  of  the  same  tumor,  present 
as  Stage  II  or  III  lesions  in  which  there  are  metas- 
tases  on  the  pelvic  or  general  peritoneum. 

Ovarian  carcinoma  is  a distressing  disease  because 
it  is  the  major  malignancy  of  the  female  reproduc- 
tive tract  for  which  no  practical  method  of  early 
detection  has  evolved  and  for  which  treatment  has 
been  notoriously  unsatisfactory.  This  particular  case 
today  is  a rather  favorable  tumor  not  only  because 
it  is  non-invasive  of  stroma  (low  grade  malignancy) 
and  confined  to  the  ovaries  (Stage  lb)  but  also  be- 
cause the  cells  of  the  tumor  are  histologically  benign 
(histologic  grade  I). 

DR.  BUCY : Isn’t  it  true  that  these  tumors  are 
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bilateral  in  a very  high  percentage  of  cases? 

DR.  BARLOW:  Both  the  benign  and  malignant 
varieties,  particularly  of  the  serous  group  are  often 
bilateral.  In  malignant  varieties,  they  are  bilateral 
grossly  or  microscopically  in  over  50%  of  the  cases. 
This  suggests  that  both  ovaries  and  the  uterus  should 
be  removed  if  one  ovary  is  involved  by  this  lesion 
especially  in  a woman  near  or  after  the  menopause. 
DR.  ENSBERG:  Because  of  the  malignant  nature  of 
these  tumors  in  addition  to  poor  detection  methods, 
does  that  mean  that  the  ovaries  should  be  removed 
in  any  woman  who  is  having  abdominal  surgery? 

DR.  BARLOW:  I am  not  sure  I can  completely 
answer  that  question.  However,  I think  in  any  pelvic 
operation,  removal  of  the  ovaries,  tubes  and  uterus 
in  a post  menopausal  woman  does  eliminate  the 
possibility  of  ovarian  carcinoma.  Some  have  certain- 
ly suggested  that  the  ovaries  and  uterus  be  removed 
in  all  patients  having  operations  for  colon  cancer 
because  the  ovaries  are  a site  of  metastases  for  this 
neoplasm. 

FINAL  ANATOMIC  DIAGNOSES 
RIGHT  OVARY,  LOW  GRADE  PAPILLARY 
SEROUS  CYST  ADENOCARCINOMA  GRADE 
I WITH  INFARCTION. 

RIGHT  OVARY,  LOW  GRADE  PAPILLARY 
SEROUS  CYSTADENOCARCINOMA,  GRADE 
I 

*DR.  MILLER:  What  did  the  appendix  show  in  this 
case? 

DR.  BARLOW:  The  appendix  was  normal.  The 
omentum  was  normal.  The  cervix,  endometrium  and 
myometrium  showed  no  significant  abnormalities. 
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our  business. 

As  a medical  doctor,  you  sign  on  for  3 
years,  and  automatically  attain  at  least 
the  rank  of  Captain. 

Additionally  you'll  have  access  to  the 
commissary  and  base  exchange,  free  med- 
ical care  and  free  'space  available' 


transportation.  Plus,  the  retirement 
benefits  are  excellent. 

Surprised?  Most  doctors  are. 

But  perhaps  the  biggest  surprise  of  all 
is  that  once  you  are  commissioned,  the 
amount  of  time  required  of  you  on  base 
is  measured  in  hours  per  month.  Not  days. 
Hours. 

Interested?  We're  not  surprised. 

Call  Toby  Fladmark  at  the  South  Dakota 
Air  National  Guard. 

South  Dakota  Air  National  Guard 
Joe  Foss  Field 

Sioux  Falls,  South  Dakota  57104 
(605)  336-0670 


Hey  Major 


President’s  Page 


Once  again,  it  is  necessary  to  remind  our  membership  of  the  action  of  our  South  Dakota  State  Medical 
Association  House  of  Delegates  at  the  last  annual  meeting,  in  regard  to  continuing  medical  education. 

Their  action  established  that,  beginning  January  1,  1977,  each  one  of  us  must  have  150  hours  of  C.M.E. 
in  a three  year  calendar  period — sixty  hours  in  Category  I. 

In  order  to  assist  our  members  in  doing  this  as  easily  as  possible,  we  established  a C.M.E.  Committee 
under  the  able  chairmanship  of  Doctor  Gene  Koob  of  Sioux  Falls.  This  said  Committee  functions  under 
the  Scientific  Commission  headed  by  Dr.  Jim  Larson  of  Watertown.  The  Committee  has  the  sanction  and 
accreditation  of  the  A.M.A.  to  inspect  possible  and  proposed  programs  in  the  State  in  order  to  duly  qualify. 
Any  such  accreditation  is  viable  for  use  in  any  of  your  respective  specialties  or  to  apply  toward  the  Physi- 
cians Merit  Award  of  the  A.M.A. 

In  the  fall  of  1976,  every  district  secretary  and  every  chief  of  staff  of  the  30  J.C.A.H.  accredited  hospitals 
in  the  state  received  a letter  explaining  the  program  and  asking  for  active  participation.  Each  one  of  you, 
individually,  received  a letter  explaining  the  program  and  enclosing  forms  for  reporting  your  participa- 
tion. 

TO  DATE,  WE  HAVE  ONLY  ONE  HOSPITAL  participating  in  this  program. 

We  urge  all  of  you  to  restudy  these  communications  at  your  earliest  convenience — remind  your  district 
secretary  and  chief  of  staff,  and  start  the  “ball  to  rolling”,  so  to  speak. 

If  you  have  any  questions,  please  contact  our  Executive  Office  in  Sioux  Falls. 

Wc  think  this  is  a very  commendable  program,  and  deserves  your  fullest  cooperation  and  participation. 

Fraternally, 

F.  D.  Leigh,  M.D.,  President 

South  Dakota  State  Medical  Association 
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100  mg  250  mg  500  mg 
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tolazamide, Upjohn 

Please  contact  your  Upjohn  representative  for  additional  product  information. 


Upjohn 


J-5695-6 
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pS&t 

When  Big  Ben  looks "a  little  off”* 


Antivert  25 


(meclizine  HC1)  25  mg.  Tablets 

for  vertigo 


■ Most  Widely  Prescribed— Anti  vert  is 
the  most  widely  prescribed  agent  tor  the 
management  of  vertigo"  associated  with  dis- 
eases affecting  the  vestibular  system  such 
as  Meniere’s  disease,  labyrinthitis,  and  ves- 
tibular neuronitis. 

■ Relief  of  Nausea  and  Vomiting  — 

Antivert/25  can  relieve  the  nausea  and 
vomiting  often  associated  with  vertigo/ 

■ Dosage  for  Vertigo*— The  usual  adult 
dosage  tor  Antivert/25  is  one  tablet  t.i.d. 

BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 


INDICATIONS.  Based  on  a review  of  this  drug  by 
the  National  Academy  of  Sciences— National  Research 
Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows : 

Effective:  Management  of  nausea  and  vomiting  and 
dizziness  associated  with  motion  sickness. 

Possibly  Effective:  Management  of  vertigo  assoch 
ated  with  diseases  affecting  the  vestibular  system. 

Final  classification  of  the  less  than  effective  indica- 
tions  requires  further  investigation. 


CONTRAINDICATIONS.  Administration  of  Antivert 
(meclizine  HC1)  during  pregnancy  or  to  women  who  may 
become  pregnant  is  contraindicated  in  view  of  the  teratcy. 
genic  effect  of  the  drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during 
the  12-15  day  of  gestation  has  produced  cleft  palate  in  the 
offspring.  Limited  studies  using  doses  of  over  100  mg. /kg./ 
day  in  rabbits  and  10  mg. /kg. /day  in  pigs  and  monkeys  did 
not  show  cleft  palate.  Congeners  of  meclizine  have  caused 
cleft  palate  in  species  other  than  the  rat. 

Meclizine  HC1  is  contraindicated  in  individuals  who  have 
shown  a previous  hypersensitivity  to  it. 


WARNINGS.  Since  drowsiness  may,  on  occasion,  occur 
with  use  of  this  drug,  patients  should  be  warned  of  this  pos' 
sibility  and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and 
effectiveness  in  children  have  not  been  done;  therefore,  usage 
is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancv:  See  “Contraindications.” 

o o 


ADVERSE  REACTIONS.  Drowsiness,  dry  mouth 
on  rare  occasions,  blurred  vision  have  been  reported. 


More  detailed 
professional  information 
available  on  request. 


ROeRIG 


Pfizer 


A division  of  Pfizer  Pharmaceutical  * 
New  York  New  York  10017 
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The  potential  for  extensive  estate  deple- 
tion exists  under  the  new  estate  and  gift 
tax  law. 

For  this  reason  our  attorneys  have  modified 
our  Financial  Analysis  Service.  Your  estate 
planning  advisors  should  find  this  revised 
format  very  helpful  in  assisting  you  to  solve 
your  estate  goals. 

A man’s  success  is  often  measured  by  the 
amount  he  can  borrow.  But,  when  he  dies, 
his  measure  of  success  is  now  the  amount 
his  widow  is  able  to  repay. 

To  reduce  the  unavoidable  costs  of  dying, 
why  not  consider  using  DISCOUNTED 
DOLLARS? 

You  have  the  right  to  know  in  terms  of 
dollar  bills: 

1)  what  the  cost  of  your  death  will  be, 

2)  what  the  remaining  value  of  your 
estate  will  be, 

3)  and  estate  planning  tools  that  you 

may  use  to  conserve  your  estate. 

Yes,  YOU  HAVE  A RIGHT  TO  KNOW  and 
the  Equitable  of  Iowa  Insurance  Company 
would  like  to  be  of  service  to  you. 

For  further  information,  write: 

Quentin  De  Saix  and  Associates 
Suite  316,  Security  Bldg. 

M 101  South  Main  Avenue 
Sioux  Falls,  SD  57102 
(605)  336-3545 

EQUITABLE  OF  IOWA 


LABORATORY  AIDS 


Sponsored  by  the  South  Dakota  Society  of  Pathologists 

GENTAMICIN  SERUM  LEVELS 

Gentamicin,  a potent  aminoglycoside,  is  bac- 
tericidal for  many  of  the  aerobic  gram-negative 
bacilli  that  cause  serious  infections  in  humans.  A 
major  problem  in  its  use  arises  because  of  the  narrow 
range  between  effective  and  toxic  concentrations  in 
serum.  Ototoxicity  has  been  reported  in  approxi- 
mately 2 to  3 percent  of  patients  and  renal  damage 
somewhat  less  commonly.3  There  is  evidence  that 
serum  levels  below  4 ug/ml  are  insufficient  for  the 
treatment  of  serious  infections  due  to  pseudomonas, 
while  serum  levels  exceeding  10-12  ug/ml  may  be 
associated  with  increased  risk  of  ototoxicity,  es- 
pecially in  the  presence  of  renal  failure. 

Gentamicin  is  eliminated  from  the  body  largely 
by  renal  glomerular  filtration.  A small  component  of 
tubular  secretion  has  also  been  postulated.  Serum 
concentrations,  therefore,  are  a reflection  of  dosage, 
route  of  administration,  interval  between  doses,  and 
renal  function.  Most  dosage  schedules  (3  mg/kg/ 
day)  attempt  to  attain  a 4-8  ug/ml  concentration  in 
serum,  a concentration  to  which  most  enteric  bacilli 
are  sensitive. 

The  direct  dependence  of  excretion  of  gentamicin 
on  renal  function  has  led  to  the  development  of 
nomograms  for  determination  of  dosage  for  patients 
with  renal  insufficiency,  with  serum  creatinine  levels 
used  as  a guide.  Studies  on  the  predictability  of 
blood  levels  of  gentamicin  indicate  that  standardized 
equations  or  nomograms  may  not  be  adequately 
predictable  in  patients  with  compromised  renal  func- 
tion.1'2 

A rapid,  accurate  radioimmunoassay  procedure 
for  gentamicin  is  now  available  in  the  laboratory.3 
For  patients  with  serious  infections  and  compro- 
mised renal  function,  serum  levels  can  be  monitored 
so  that  adjustments  can  be  made  for  individual 
variations  in  rate  of  clearance  of  antibiotic.  In 
practice,  specimens  are  obtained  at  the  time  of  peak 
serum  level.  This  occurs  15-30  minutes  after  in- 
travenous infusion  and  1 hour  after  intramuscular 
injection.  When  peak  level  samples  are  used,  serum 
gentamicin  levels  of  4-8  ug/ml  are  considered  ac- 
ceptable for  treating  serious  infections.  Trough 
levels,  obtained  just  prior  to  the  subsequent  dose,  of 
greater  than  2 ug/ml  are  associated  with  increased 
risk  of  toxicity.4 

T.  R.  Anderson,  M.D. 
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Problem  Solving  in  Diagnostics  and 
Therapeutics  of  Neurology 

A Series  of  24  Lectures 


Lecture  #17 

TREATMENT  OF  “STROKE” 


by 

George  C.  Flora,  M.D.* 


In  the  development  of  the  human  brain,  the  mas- 
sive overgrowth  of  the  hemispheres  have  overex- 
tended the  primitive  blood  supply  which  was  de- 
signed for  a neural  tube.  The  middle  cerebral  artery 
is  much  over  extended!  ! Often  with  no  antecedent 
warning  part  of  the  brain  suddenly  is  deprived  of  its 
normal  blood  supply  and  suffers  focal  destruction 
known  as  infarction  or  “stroke.”  The  vessel  which  is 
least  well  profused  is  the  vulnerable  site  where  the 
destruction  occurs  and  this  is  unique  to  the  in- 
dividual. Patients  who  suffer  this  form  of  cerebral 
destruction  come  to  the  physician  after  having  had 
their  “strokes.” 

The  physician  is  totally  impotent  to  reverse  this 
pathology  once  it  has  occurred  although  volumes  are 
written  on  medical  care  of  the  stroke  patient.  The 
patient's  “stroke”  is  little  affected  by  other  than 
chance,  his  own  anatomy  and  physiological 
processes.  The  role  of  the  physician  to  an  acute 
stroke  patient  is  that  of  “observer.”  This  role  of 
“observer,”  often  attended  by  much  “bustling”  with 
needles,  wires,  tubes,  computers,  bed  pans,  etc., 
continues  until  the  patient  leaves  the  hospital.  If  on 
leaving  the  hospital,  the  patient  is  still  alive,  it  is  then 
that  medical  treatment  of  “stroke”  may  really  begin. 

The  physician  may  have  real  influence  on  a pa- 
tient’s likelihood  of  recurrence.  The  patient  leaving 
the  hospital  with  treatable  anemia  is  likely  to  have 
more  trouble.  To  overlook  this  factor  is  in  fact  a 
“failure”  to  treat  that  stroke  adequately.  If  a stroke 
patient  leaves  the  hospital  with  untreated  cardiac 


* Professor  and  Chief  of  Neurology,  USD  School  of 
Medicine,  V.A.  Center,  Sioux  Falls,  SD  57105. 


decompensation  or  arrhythmia,  then  “that  stroke” 
has  been  left  untreated. 

If  a patient  who  has  had  a stroke  leaves  the  hospi- 
tal with  a blood  pressure  too  low  to  sustain  normal 
cerebral  circulation  (usually  secondary  to  “hypoten- 
sive drugs”)  then  that  patient’s  stroke  has  not  been 
well  treated.  If  a patient  developed  his  “stroke”  at 
4 a.m.,  “three  steps  from  his  bathroom”  because  of 
micturational  hypotension  (unbelievably  common), 
goes  forth  to  again  stand  to  urinate,  this  stroke  has 
not  been  well  treated.  If  a stroke  victim  developed 
his  stroke  while  “relaxing  in  a hot  tub  drinking  a 
highball”  and  goes  forth  unaware  of  the  dangers 
of  hypotension  from  heat  and  alcohol,  his  stroke  has 
been  poorly  treated.  The  treatment  of  strokes  must 
attend  to  possible  prevention  of  strokes  with  the 
meager  knowledge  and  simple  methods  available  to 
“modern  medicine.” 

How  “treatment  of  stroke”  became  hospital  care 
of  the  acute  episode  which  is  only  “observing”  is  not 
difficult  to  understand.  Medical  training  teaches  lit- 
tle about  the  human  need  to  adjust  to  deficit.  The 
“need  for  help”  in  learning  to  live  with  neurological 
deficit  was  largely  left  to  the  victim  and  the  family. 
The  “real  treatment  of  stroke,”  where  the  physician 
has  some  role  in  “helping  his  patient,”  is  by  prepar- 
ing an  untrained  environment  to  accept  and  care  for 
him  with  deficit.  A wife  who  has  not  been  a part  of 
the  hospital  routine  of  helping  the  patient  in  and  out 
of  bed,  in  and  out  of  chairs,  up  and  down  from  lava- 
tories, who  has  not  been  part  of  a dressing  program, 
the  self-care  program,  the  feeding  program,  the  bath- 
ing program,  the  assisted  ambulation  program,  is  apt 
to  do  your  patient  great  physical  and  emotional 
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trauma  when  assuming  his  care  in  the  home  environ- 
ment. He  will  not  thrive  where  his  care  is  depended 
upon  totally  untrained,  uninformed  people. 

"Treating  a stroke"  is  informing  the  environment 
concerning  the  patient’s  behavioral  changes.  The 
impairment  of  the  stroke  patient  is  very  commonly 
interpreted  as  "misbehavior”  by  an  uninformed 
family.  Failure  to  see,  inability  to  move,  and  failure 
to  perform  normally  are  interpreted  as  acts  of  hostili- 
ty or  obstinacy  which  brings  grief  to  the  patient. 
Good  medical  treatment  can  prevent  this  or  if  it 
occurs,  prevent  it  from  continuing. 

And  finally  in  the  treatment  of  strokes,  avoidance 
of  "don’t  do  it.”  Patients  who  were  “not  to  leave 
their  bed”  for  fear  of  another  stroke,  were  “not  to 
do”  excessive  walking,  leaving  the  house,  taking  a 
trip,  going  to  work,  attending  family  gatherings,  or 
anything  else  approaching  the  normal  living  style 
for  fear  of  another  stroke  were  not  being  treated 
medically,  they  were  being  mistreated  medically. 
The  patient  who  "had  to  fight”  to  get  out  of  bed,  to 
walk,  to  be  independent,  to  do  that  which  made  his 
life  tolerable,  taught  medical  people  that  it  is  good 
medicine.  Encouraging,  if  not  forcing,  the  patient 
into  as  near  normal  pattern  of  life  as  can  be 
achieved,  is  good  treatment. 


PSYCHIATRIC  RESIDENCY 

Vacancies  for  positions  for  July  1,  1977,  for 
those  who  have  a regular  Iowa  license  or  can 
obtain  one  by  reciprocity  or  via  FLEX.  Pre- 
pare for  career  in  private  practice,  commu- 
nity clinics  or  hospital  based  psychiatry.  Em- 
phasis on  close  supervision  of  intensive  indi- 
vidual and  group  psychotherapy,  OPD,  Chil- 
dren’s Unit,  Adolescent  Unit.  Neurology  affil- 
iation with  University  of  Iowa.  The  stipends 
are:  1st  year  $21,294;  2nd  year  $22,360;  3rd 
year  $23,478.  Intensity  and  diversity  of  train- 
ing program  appreciated  best  by  personal 
visit. 

T.  B.  McManus,  M.D.,  Superintendent 
Mental  Health  Institute 
Cherokee,  IA  51012 
Call  Collect  (712)  225-2594 

Equal  opportunity  employer. 


Stairway-Elevator 

Phone  us  toll  free 
for  more  information 
1-800-952-3968 


Kreiser’s  Surgical,  Inc. 

1220  S.  Minn.  Ave. 


Sioux  Falls,  SD  57105 

PUTTING  PEOPLE  IN  MOTION 
with  AMERICAN  STAIRGLIDE  products 


Electric 

Wheelchair 


Porchlift 

Easy-Lift  Chair 
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HYPOTENSIVE  ANESTHESIA  IN  TOTAL 
HIP  REPLACEMENT 


A prospective  study  of  blood  loss  using  hypotensive  anes- 
thesia during  two  hundred  total  hip  replacements  has  been 
reviewed. 

One  hundred  patients  were  administered  either  Sodium 
nitroprusside  (28)  or  Trimethaphan  camsylate  (72)  during 
anesthesia  to  produce  hypotension.  Another  one  hundred  pa- 
tients served  as  controls.  All  operations  were  performed  by 
the  same  surgeon,  using  the  same  technique,  and  at  the 
same  hospital,  to  eliminate  as  many  variations  as  possible. 

The  hypotensive  group  required  an  average  of  705  cc’s 
blood  replacement  during  hospitalization.  The  control  group, 
using  Normotensive  anesthesia,  required  1950  cc’s  blood 
replacement  before  discharge. 

The  study  showed  a 64%  reduction  in  blood  requirements 
with  the  use  of  the  hypotensive  agent.  There  were  no  seri- 
ous side  effects. 

The  history,  contraindications,  side  effects,  as  well  as 
benefits  of  hypotensive  anesthesia  are  discussed. 


In  the  past  five  years,  total  hip  replacement  has 
become  a common  procedure  in  the  operating  suites 
across  the  United  States.  The  operation  has  enjoyed 
considerable  success  in  relieving  the  pain  of  arthritis. 

This  operation,  when  done  by  the  Charnley  tech- 
nique of  greater  trochanteric  osteotomy,  is  often  ac- 
companied with  considerable  blood  loss. 

In  review  of  our  own  first  500  total  hip  replace- 
ments, each  patient  received  an  average  of  3.8  units 
of  blood  per  hip.  This  totals  1900  units  of  blood 
administered  to  this  group  of  patients. 

Blood  loss  demands  blood  replacement.  With 
blood  replacement,  several  undesirable  and  as  yet 
unsolved  complications  can  arise.  These  include 
hepatitis,  transfusion  reaction,  infections,  as  well  as 
the  unknown  dangers  of  microaggregates  and  anti- 
body formation. 

There  is  also  that  patient  who  will  not  accept 
blood  transfusion  because  of  religious  convictions. 

Total  hip  replacement  can  be  accomplished  safely 
and  effectively  using  hypotensive  anesthesia.  The 
use  of  chemical  agents  to  produce  hypotension  has 
long  been  fraught  with  either  fear,  or  a feeling  of  in- 
effectiveness. Certain  techniques  of  operation  mini- 
mize blood  loss.  However,  the  operative  procedure 
remains  that  requires  a more  extensive  exposure, 
dissection  through  old  scar  and  hemorrhagic  tissue, 


* Orthopedic  Surgeon,  1200  S.  Euclid  Ave.,  Sioux  Falls,  SD 
57105;  Clinical  Professor  of  Orthopedic  Surgery,  School 
of  Medicine,  University  of  South  Dakota. 


bv 

H.  Phil  Gross,  M.D.* 


and  it  is  for  this  procedure  that  the  technique  has 
validity.  A decrease  in  transfusion  amounts  also  has 
validity  in  those  centers  doing  large  numbers  of  total 
hip  replacements.  This  can  be  calculated  on  the  basis 
of  total  units  of  blood  given  per  year  and  the  per- 
centage of  complications. 

HISTORICAL  REVIEW 

Medical  hypotensive  anesthesia  is  not  a new  tech- 
nique. The  need  for  a relatively  dry  field  in  certain 
neurosurgical  procedures,  inner  ear  surgery,  and 
radical  mastectomy  has  been  present  for  some  time. 

In  1946  Gardner1  and  Hale2  introduced  the  con- 
cept of  arteriotomy  in  producing  hypotension.  This 
is  essentially  the  creation  of  a hemorrhagic  shock 
state  with  all  its  attending  problems.  This  was  soon 
abandoned. 

Another  method  of  decreasing  (available  blood 
in)  the  circulatory  volume  is  to  block  it  in  the 
sinusoidal  pools.  In  1948  Gillies3  used  total  spinal 
blockage  with  proper  positioning  to  produce  this 
effect. 

The  technique  of  increased  depth  of  anesthesia 
has  been  used  to  lower  the  blood  pressure.  The  halo- 
genated  hydrocarbons  have  been  effective  agents  in 
this  regard.  The  anesthetic  agent  has  a direct  effect 
on  the  myocardium  as  well  as  a questionable  effect 
on  the  ganglia  and  smooth  muscle. 

Ganglionic  blockade  is  another  technique  used  to 
produce  hypotension.  Two  common  agents  used  are 
Trimethaphan  camsylate  (Arfonad)  and  pentolini- 
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um  tartrate.  The  former  was  reported  by  Mallory4 
and  the  latter  by  David5. 

Nitroprusside,  another  agent  that  has  received 
wide  use7,  acts  primarily  on  the  vascular  muscula- 
ture, independent  of  the  nervous  system.  This  has 
the  added  advantage  of  dilating  the  coronary  vessels 
along  with  the  peripheral  vascular  bed. 

PRE-OPERATIVE  SELECTION 

The  ideal  patient  for  hypotensive  anesthesia  has 
not  been  defined.  However,  the  contraindications 
have  been  well  delineated.  Therefore,  the  indication 
for  use  of  the  technique  is  the  lack  of  contraindica- 
tion. 

Patients  with  significant  vascular  disease  are  un- 
suitable. They  would  include  hypertension,  cerebro- 
vascular accidents,  and  renal  disease.  Recent  myo- 
cardial insults  are  felt  to  be  a contraindication,  as 
would  be  any  degree  of  cardiac  decompensation. 
Anemia,  hepatic  disease,  chronic  respiratory  insuf- 
ficiency all  hold  the  same  risk  in  hypotensive  as  they 
do  in  any  normotensive  surgical  procedures. 

Each  patient  in  this  study  was  assessed  by  the 
anesthesia  department  personnel  pre-operatively. 
This  assessment  consisted  of  a history  and  physical 
examination,  review  of  the  laboratory  data  including 
a 12  panel  blood  examination,  blood  gases,  electro- 
cardiogram, and  chest  x-ray.  The  technique,  with  its 
hazards,  was  explained  in  detail  to  the  patient  and 
relatives. 

TECHNIQUE 

The  two  hypotensive  agents  used  in  this  study 
were  trimethaphan  camsylate  (Arfonad)  and  sodi- 
um nitroprusside.  Both  agents  have  the  advantage  of 
being  administered  by  a continuous  intravenous  drip. 
This  gives  minute  to  minute  control,  as  contrasted  to 
pentolinium  which  is  given  as  a single  bolus.  The 
dosages  ranged  from  75  to  400  mgm  of  Arfonad, 
and  from  5 mgm  to  50  mgm  of  Nitroprusside.  This 
indicated  the  varying  individual  response  of  each 
patient  and  the  need  for  minute  to  minute  control. 

Approximately  3/4  (72)  of  the  patients  received 
Arfonad.  The  other  one-fourth  (28)  received  Nitro- 
prusside. No  significant  difference  was  noted  in  the 
results  insofar  as  blood  loss  or  complications  were 
concerned.  However,  it  became  quite  evident  that  the 
two  anesthesia  personnel  giving  this  entire  series  of 
anesthetics  had  a definite  preference  for  Nitroprus- 
side. This  was  because  of  the  added  safety  factor 
that  any  overdosage  would  increase  dilatation  of  the 
coronary  vessels  along  with  the  peripheral  vascula- 
ture. The  response  was  rapid,  evanescent,  and  would 
cease  abruptly  when  the  drug  was  stopped.  There 
were  few  side  effects. 


The  anesthetic  state  was  carefully  monitored  dur- 
ing the  surgical  procedure,  especially  during  and 
preceding  the  placement  of  the  acetabular  and 
femoral  prosthesis.  With  placement  of  the  acetabular 
and  femoral  prosthesis,  no  changes  in  heartrate, 
cardiac  rhythm  and  systolic  pressures  were  observed. 
We  could  not  detect  the  presence  of  a precordial 
murmur  or  changes  in  the  quality  of  precordial  heart 
sounds  with  the  insertion  of  cement. 

After  insertion  of  the  femoral  prosthesis  and  re- 
duction of  the  head  into  the  acetabulum,  the  an- 
esthesia state  was  gradually  reversed  by  reduction  of 
the  inhalation  agent.  The  Arfonad  or  Nitroprusside 
infusion  was  terminated  and  removed  from  the  in- 
fusion circuit.  By  completion  of  the  attachment  of 
the  greater  trochanter,  systolic  pressure  was  usually 
at  the  pre-anesthetic  level.  Bleeding  was  controlled 
by  electrocoagulation  and  ligature. 

Details  of  administration  of  the  anesthetic  and 
hypotensive  agent  are  available  in  the  anesthetic 
literature.89 

A feature  of  little  or  no  significance  but  of  some 
concern  with  the  use  of  ganglionic  blocking  agents 
(Arfonad  or  Pentolinium)  is  the  production  of 
mydriasis.  We  had  one  patient  complain  of  difficulty 
in  watching  television  the  day  of  operation  due  to 
photophobia.  Of  greater  concern  is  the  reaction  of 
the  recovery  room  and  floor  nurses  to  fixed,  dilated 
pupils. 

DATA 

The  100  total  hip  replacements  in  the  normoten- 
sive and  hypotensive  groups  were  consecutive  cases 
done  by  the  same  surgeon,  at  the  same  hospital, 
using  the  same  (Charnley)  technique.  The  same 
anesthetic  team  administered  all  anesthetics.  There- 
fore the  element  of  differences  in  technique  was 
eliminated  from  the  final  results. 

The  total  hip  replacements  were  done  for  the  fol- 
lowing diagnoses. 

Diagnosis  Normotensive  Hypotensive 


Osteoarthritis  67  73 

Rheumatoid  arthritis  10  5 

Avascular  necrosis  secondary 

to  fracture  15  13 

Failed  prosthesis  4 5 

Perthes  disease  (old)  1 

Congenital  dislocation  (old)  1 4 

Pathologic  fracture  1 

Failed  osteotomy  1 


Age: 

The  average  age  was  70.3  years  in  the  normoten- 
sive group,  with  a range  of  49  to  92  years.  The  hy- 
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potensive  group  had  an  average  of  63.5  years,  with  a 
range  of  27  to  82  years.  This  is  as  expected,  with  the 
older  patients  in  the  poor  risk  or  normotensive 
group. 

Time: 

The  hypotensive  technique  made  visualization 
much  easier,  and  initially  it  was  felt  that  it  shortened 
operation  time.  However,  when  the  actual  operating 
times  were  tabulated,  this  was  found  to  be  an  illu- 
sion. The  time  of  operation  in  the  normotensive 
group  was  74.6  minutes  average  with  a range  of 
45  to  135  minutes.  The  average  time  of  operation  in 
the  hypotensive  group  was  73.5  minutes,  with  a 
range  of  45  to  135  minutes.  No  significant  difference 
was  noted  in  virgin  vs.  revision  surgery,  either  in 
time  or  blood  loss. 

Hospital  stay: 

The  duration  of  hospitalization  for  both  groups 
also  coincided  very  closely.  The  normotensive  group 
was  hospitalized  an  average  of  22.8  days,  and  the 
hypotensive  group  an  average  of  21.0  days.  This 
time  includes  a two  day  pre-operative  work-up  time. 
The  shortened  stay  of  the  hypotensive  group  most 
likely  reflects  the  younger  age  range,  who  would  be 
expected  to  recover  more  quickly  and  accomplish 
their  physical  therapy  goals  in  a much  shorter  period 
of  time. 

Blood  loss: 

Blood  loss  was  figured  in  terms  of  blood  replace- 
ment. No  patient  left  the  hospital  with  less  than 
10.0  gms  of  hemoglobin. 

The  normotensive  group  sustained  an  average 
loss  of  1475  cc  (range  0 - 3000)  in  the  operating 
room.  Their  total  blood  replacement  before  leaving 
the  hospital  was  1950  cc  (range  0 - 4000  cc). 

The  hypotensive  group  lost  an  average  of  255  cc 
(0-1500  cc  range)  in  the  operating  room.  Their 
total  blood  replacement  before  leaving  the  hospital 
was  705  cc  (range  0-5000  cc). 

This  represents  an  83%  reduction  in  blood  ad- 
ministered in  the  operating  room,  with  an  overall 
64%  reduction  in  total  blood  administered  during 
the  hospital  stay. 

A similarity  exists  when  comparing  the  blood 
amounts  (475  vs.  450  cc.)  given  after  the  patient 
left  the  operating  room.  This  should  indicate  that 
the  post-operative  blood  loss  was  no  more  severe  in 
the  hypotensive  group  than  in  the  normotensive 
group.  It  should  also  indicate  that  we  were  constant- 
ly low  in  replacement  in  the  operating  room  by  about 
one  unit. 


CONCLUSIONS 

The  hypotensive  technique  is  a useful  tool  in  the 
control  of  excessive  blood  loss.  It  also  improves 
visualization. 

It  must  be  used  with  extreme  caution  in  carefully 
selected  patients.  The  administration  of  the  an- 
esthetic must  be  done  by  an  individual  knowledge- 
able about  the  procedure  and  dedicated  to  its  proper 
use. 

The  procedure  should  be  of  value  in  that  patient 
who  cannot  receive  a blood  transfusion,  either  be- 
cause of  religious  conviction  or  due  to  typing  prob- 
lems. 

The  author  gratefully  acknowledges  the  help  of  E.  Daw, 
M.D.  and  Al  Dubeck,  RNA  in  this  project. 
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care  doesn’t  2ffl 
need  more  red  tape 


THERE AREA 
LOT  OF  PEOPLE 
GETTING  BETWEEN 
YOU AND YOUR 
MTIENT. 

Medicine  today  is  in  the  spotlight,  subjected  to  all 
kinds  of  scrutiny.  Your  control  over  patient  therapy  is 
being  monitored,  judged  and  occasionally  abrogated, 
sometimes  by  unknown  third  parties. 

The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
tionship between  you  and  your  patient  will  be  weakened, 
without  offsetting  benefits.  Consider  three  examples: 

Drug  Substitution  In  most  states,  pharmacy  laws, 
regulations  or  professional  custom  stipulate  that  your 
non-generic  prescriptions  be  filled  with  the  precise  prod- 
ucts you  prescribe.  But  in  the  last  five  years,  a dozen  or 
more  State  laws  have  been  changed,  permitting  the  phar- 
macist in  most  cases  to  select  a product  of  the  same 
generic  drug  to  fill  any  prescription. 

Ironically,  this  dilution  of  physician  control  has 
taken  place  against  a background  of  growing  evidence 
that  purportedly  equivalent  drug  products  may  be  in- 
equivalent, since  neither  present  drug  standards  nor  their 
enforcement  are  optimal.  In  fact,  the  FDA  itself  says  it 
has  not  enforced  the  same  standards  for  hundreds  of 
“follow-on"  products  that  it  had  applied  to  the  original 
NDA  approvals.  Thus  physician  control  over  patient 
therapy  is  being  eroded  with  a risk  that  patients  may  be 
exposed  to  drugs  of  uncertain  quality. 

The  major  advertised  claim  for  substitution  is  reduced 
prescription  prices  for  consumers.  Yet  no  documentation 
of  any  significant  savings  has  been  produced. 

MAG  Maximum  Allowable  Cost,  MAC  for  short,  is 
a Federal  regulation  designed  to  cut  the  Government’s 
drug  bill  by  setting  price  ceilings  for  drugs  dispensed  to 
Medicare  and  Medicaid  patients.  Unless  the  prescriber 
certifies  on  the  prescription  that  a particular  product  is 
medically  necessary,  the  Government  intends  to  pay  only 
for  the  cost  of  the  lowest-priced,  purportedly-equivalent, 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 

The  drug  lag  The  future  of  drug  and  device  re- 
search depends  upon  a scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $ 1 billion  of  its  own  funds  and  evaluating 
more  than  1 ,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a major  barrier  to  the  flow  of  new 
drugs  to  your  patients:  The  cost  of  the  research  is  more 
than  ten  times  what  it  was,  per  product,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 
years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That’s  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  futures. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  Washington. 

It  could  make  a difference  in  your  practice  tomorrow. 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W,  Washington,  D.C.  20005 


MINUTES  OF  THE  COUNCIL  MEETING 


Saturday,  January  15,  1977 
9:30  A,  M. 

The  meeting  was  called  to  order  by  Dr.  C.  L.  Swanson  at 
9:30  a.m.  Those  present  for  roll  call  were  Doctors  Fred 
Leigh,  lames  Ryan,  Russell  Harris,  Joseph  Hamm,  W.  R. 
Taylor,  C.  L.  Swanson,  Winston  Odland,  B.  C.  Gerber, 
G.  Robert  Bartron,  Bruce  Lushbough,  David  Buchanan, 
Harvard  Lewis,  Durward  Lang,  P.  K.  Aspaas,  Duane 
Reaney,  W.  E.  Jones,  N.  R.  Whitney,  A.  J.  Barrett,  R.  L. 
Stiehl,  Eldon  Bell  and  Commission  Chairmen,  John  Barlow 
and  Howard  Saylor.  Guests  in  attendance  included  Robert 
Chloupek,  M.  D.,  Loren  Petersen,  M.  D.,  Karl  Wegner, 
M.  D.,  R.  H.  Quinn,  M.  D.,  R.  C.  Jahraus,  M.  D.  and 
Lloyd  Sweeney,  M.  D. 

Dr.  Bartron  moved  to  dispense  with  the  reading  of  the 
minutes  of  the  previous  meeting  and  accept  them  as  pub- 
lished. The  motion  was  seconded  by  Dr.  Ryan  and  carried. 

The  Council  received  the  letter  of  resignation  from 
Dr.  B.  J.  Begley.  Dr.  Reaney  moved  that  the  Council  ac- 
cept Dr.  Begley’s  resignation  and  send  him  a letter  of  com- 
mendation for  his  many  efforts  on  behalf  of  the  State  Med- 
ical Association.  The  motion  was  seconded  by  Dr.  Bell  and 
carried.  The  Council  considered  the  recommendation  from 
the  Seventh  District  for  Councilor.  Dr.  Buchanan  moved 
that  the  Council  seat  Dr.  W.  O.  Rossing  as  Councilor  from 
the  Seventh  District.  The  motion  was  seconded  by  Dr. 
Harris  and  carried. 

The  Council  reviewed  the  report  of  the  Commission  on 
Legislation  and  Governmental  Relations. 

MINUTES  OF  THE  MEETING 
COMMISSION  ON  LEGISLATION  AND 
GOVERNMENTAL  RELATIONS 

3:30  P.M.,  Thursday  Ramada  Inn 

December  16,  1976  Sioux  Falls,  SD 

The  meeting  was  called  to  order  by  R.  G.  Gere.  M.D., 
Chairman.  Those  present  for  roll  call  were  Drs.  Gere,  Bill 
Church,  L.  W.  Karlen,  A.  A.  Lampert,  R.  B.  Henry,  Bar- 
bara Spears,  V.  Janavs,  R.  J.  Foley,  R.  W.  Honke,  Myron 
Jerde  and  Dr.  Fred  Leigh  and  Dr.  C.  L.  Swanson  represent- 
ing the  Executive  Committee. 

Dr.  Spears  moved  to  dispense  with  the  reading  of  the 
minutes  of  the  previous  meeting  and  to  adopt  them  as  pub- 
lished and  distributed.  The  motion  was  seconded  by  Dr. 
Church  and  carried. 

The  Commission  reviewed  the  bill  drafted  with  regard  to 
admissability  and  discoverability  of  medical  audit  records. 
Representatives  of  the  Hospital  Association  indicated  this 
bill,  as  drafted,  would  not  cover  all  incidents  for  the  hospital 
and  therefore,  suggested  that  revisions  be  made  or  that  the 
Hospital  Association  endorse  the  Medical  Association’s  bill 
and  introduce  a companion  bill  which  the  Medical  Associa- 
tion could  endorse  on  their  behalf.  Following  discussion, 
Dr.  Jerde  moved  that  the  State  Medical  Association  and  the 
Hospital  Association  continue  to  explore  the  possibility  of 
introducing  one  bill  which  would  prohibit  the  discoverability 
of  medical  audit  records,  which  would  be  suitable  for  both 
the  Medical  Association  and  the  Hospital  Association  and  if 
this  is  not  feasible,  companion  bills  be  drafted  and  intro- 
duced. The  motion  was  seconded  by  Dr.  Larson  and  carried. 
Mr.  Johnson  stated  that  the  Association’s  attorney,  Dave 
Gerdes,  recommended  that  no  change  be  made  in  the 
present  immunity  statute. 

The  Commission  discussed  the  possibility  of  introducing 
legislation  on  retention  of  medical  records.  Mr.  Johnson 
indicated  that  Dave  Gerdes  recommended  that  if  such  a bill 
is  introduced,  no  time  be  prescribed  for  disposal  of  medical 
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records  in  such  bill.  Representatives  of  the  Hospital  Associa- 
tion indicated  they  concurred  with  this  recommendation  and 
have  decided  not  to  introduce  such  a bill  during  this  ses- 
sion. 

The  Commission  reviewed  information  on  the  status  of 
the  primary  care  residency  bill  and  their  previous  recom- 
mendation to  endorse  such  legislation.  Mr.  Johnson  briefly 
discussed  the  problems  which  have  evolved  in  the  drafting 
of  such  legislation  and  indicated  that,  to  date  a final  bill  has 
not  been  drafted  for  the  Commission’s  review  and  endorse- 
ment. Dr.  Church  moved  that  the  Commission  recommend 
that  the  President  of  the  State  Medical  Association  appoint 
an  ad  hoc  committee  from  the  membership,  which  would  be 
available  to  meet  with  the  various  factions  involved  in  the 
primary  care  residency  program  and  representatives  from 
the  Medical  School,  in  an  attempt  to  resolve  differences  so  a 
unified  approach  can  be  taken  to  the  passage  of  this  legisla- 
tion. The  motion  was  seconded  by  Dr.  Honke  and  carried. 

Mr.  Johnson  reported  on  the  meeting  of  the  Pharmaceuti- 
cal Association,  which  he  attended,  at  which  time  the 
generic  drug  bill  was  discussed.  He  reviewed  previous  action 
taken  by  the  Commission  and  indicated  that  the  Commis- 
sion’s recommendations  were  not  included  in  the  final  draft 
of  the  generic  drug  bill.  He  also  indicated  that  the  AMA  at 
its  recent  meeting  went  on  record  as  encouraging  State  As- 
sociations to  oppose  generic  drug  substitution  legislation. 
Dr.  Foley  moved  that  the  Commission  reaffirm  its  previous 
stand  on  additions  to  the  generic  drug  bill,  along  with  the 
request  that  the  consumer  be  informed  of  any  substitutions 
made.  The  motion  was  seconded  by  Dr.  Honke  and  carried. 

The  Commission  reviewed  information  on  the  status  of 
interns  and  residents,  with  regard  to  licensure  under  the 
Medical  Practice  Act.  The  State  Board  of  Medical  and 
Osteopathic  Examiners  and  the  Association’s  attorney,  Dave 
Gerdes,  recommended  that  no  amendment  to  the  Medical 
Practice  Act  be  introduced  to  provide  for  licensure  of  in- 
terns and  residents  in  South  Dakota.  Mr.  Johnson  reported 
to  the  Commission  that  the  Board  of  Medical  and  Osteo- 
pathic Examiners  will  be  recommending  to  the  State  Medi- 
cal Association  that  an  amendment  to  the  Medical  Practice 
Act  be  made  which  would  allow  the  annual  renewal  fee  for 
physician  licensure  to  be  increased  to  an  amount  not  to  ex- 
ceed $50  annually.  Dr.  Church  moved  that  the  Commission 
recommend  that  the  State  Medical  Association  endorse  an 
amendment  to  the  Medical  Practice  Act  which  would  allow 
an  increase  in  the  annual  renewal  fee  to  not  more  than  $50. 
The  motion  was  seconded  by  Dr.  Janavs  and  carried. 

The  Commission  reviewed  the  proposed  change  in  the 
present  VDRL  law.  Dr.  Honke  moved  that  the  Commission 
recommend  that  the  Association  introduce  an  amendment  to 
the  VDRL  bill  to  state  that  an  exam  be  done  only  if  the 
VDRL  is  positive.  The  motion  was  seconded  by  Dr.  Church 
and  carried. 

Dr.  E.  H.  Heinrichs  of  Watertown  made  a presentation  to 
the  Commission  on  items  which  he  feels  are  of  extreme  im- 
portance to  the  Medical  Association  and  which  should  be 
studied  in  depth  by  physicians,  as  individuals,  and  by 
Committees  and  Commissions  of  the  State  Medical  Associa- 
tion. He  encouraged  those  present  to  look  ahead  and  per- 
haps foresee  problems  which  may  confront  the  medical 
sector  in  the  future  and  to  become  informed  and  knowledge- 
able on  these  subjects.  He  urged  physicians  to  initiate  action 
rather  than  to  be  reactors  to  problems.  One  item  discussed 
by  Dr.  Heinrichs  was  that  of  public  health  nurses  and  the 
Governor’s  proposed  budget  which  would  transfer  the  fund- 
ing of  public  health  nurses  to  the  county  level  rather  than 
from  the  state  level  of  government.  Following  discussion, 
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Dr.  Honke  moved  that  the  Commission  recommend  to  the 
Council  that  the  Medical  Association  support  a transfer  in 
funding  of  public  health  nurses,  to  revert  their  funding  to 
county  jurisdiction.  The  motion  was  seconded  by  Dr. 
Church  and  carried. 

Mr.  Johnson  briefly  discussed  legislation  regarding  chiro- 
practic and  the  organization  “We  the  People”  and  indicated 
that  the  Long  Range  Planning  Committee  has  been  studying 
“We  the  People”  and  a public  education  program  is  being 
planned  for  the  Medical  Association. 

The  Commission  reviewed  a letter  from  Mr.  Ben  Dia- 
mond regarding  possible  changes  in  the  Health  Department. 
The  Commission  determined  to  take  no  action  on  Mr. 
Diamond’s  letter  at  this  time. 

The  Commission  reviewed  a letter  from  Mr.  Allan 
Lockner,  of  the  Environmental  Protection  Office  in  South 
Dakota.  The  Commission  accepted  the  letter  for  informa- 
tion only. 

The  Commission  reviewed  a letter  from  the  Communi- 
cable Disease  Control  and  Laboratory  Services  in  the  state 
of  South  Dakota.  Dr.  Foley  moved  that  the  Commission 
refer  the  section  of  the  letter  pertaining  to  ophthalmology  to 
the  State  Ophthalmology  Society  for  their  opinion  and  rec- 
ommendation before  reconsidering  this  matter.  The  motion 
was  seconded  by  Dr.  Church  and  carried. 

The  meeting  adjourned  at  5:45  p.m. 

Dr.  Ryan  moved  that  the  Council  accept  the  recom- 
mendation of  the  Commission  with  regard  to  legislation 
which  would  prohibit  the  discoverability  of  medical  audit 
records.  The  motion  was  seconded  by  Dr.  Bell  and  carried. 
Dr.  Leigh  reported  on  the  meeting  of  the  Medical  Associa- 
tion’s ad  hoc  committee  and  representatives  concerned 
with  the  primary  care  residency  bill  and  reviewed  the  bill 
which  was  drafted  by  the  Academy  of  Family  Physicians 
and  submitted  to  the  Council  along  with  a request  for  en- 
dorsement. Following  a lengthy  discussion  Dr.  Reaney 
moved  that  the  Council  approve  the  bill  with  the  recom- 
mendation that  paragraph  six  be  changed  to  state  that  in- 
formation will  be  provided  to  the  Committee  for  Long  Range 
Planning  on  a regular  basis.  The  motion  was  seconded  by 
Dr.  Odland.  Dr.  Bartron  moved  that  a substitute  motion  be 
adopted  to  delete  section  six  and  to  provide  for  Council 
approval  if  this  section  is  deleted.  The  motion  was  seconded 
by  Dr.  Taylor  and  carried.  Dr.  Odland  moved  that  the 
Council  recommend  that  an  Ad  Hoc  Committee  on  Gradu- 
ate Medical  Education  be  formed  to  include  a representa- 
tive from  the  Board  of  Regents,  the  Legislature  (preferably  a 
member  of  the  Appropriations  Committee),  the  Academy 
of  Family  Physicians,  the  South  Dakota  State  Medical  As- 
sociation, the  Medical  School  and  the  Hospital  Association. 
The  motion  was  seconded  by  Dr.  Bell.  Dr.  Gerber  moved  to 
amend  the  motion  to  include  one  representative  from  one  of 
the  other  primary  care  disciplines  other  than  family  practice. 
The  motion  was  seconded  by  Dr.  Lewis  and  carried.  The 
motion  as  amended  was  carried.  Dr.  Taylor  moved  that  the 
president  of  the  State  Medical  Association  appoint  the  mem- 
bers of  this  Ad  Hoc  Committee.  The  motion  was  seconded 
by  Dr.  Bell  and  carried.  Dr.  Reaney  moved  that  the  Council 
approve  the  recommendation  of  the  Commission  with  re- 
gard to  a generic  drug  substitution  bill.  The  motion  was 
seconded  by  Dr.  Jones  and  carried.  Dr.  Bartron  discussed 
the  need  for  legislation  which  would  allow  an  increase  in 
the  annual  licensure  renewal  fee,  citing  increased  numbers 
of  investigations  and  legal  expenses  incurred.  Dr.  Bell 
moved  that  the  Council  approve  the  recommendation  of 
the  Commission  to  introduce  legislation  which  would  allow 
an  increase  in  the  licensure  renewal  fee  to  not  more  than 
$50  annually.  The  motion  was  seconded  by  Dr.  Gerber  and 
carried.  Dr.  Lang  moved  that  the  Council  accept  the  recom- 
mendation of  the  Commission  to  amend  the  VDRL  bill. 
The  motion  was  seconded  by  Dr.  Leigh  and  carried.  The 
Council  discussed  the  Commission’s  recommendation  with 
regard  to  the  Public  Health  Nurse  Program.  Dr.  Bartron 


moved  that  the  Council  not  accept  the  Commission’s  rec- 
ommendation with  regard  to  a transfer  of  funding  for  the 
Public  Health  Nurse  Program  and  that  at  the  present  time 
the  State  Medical  Association  encourage  the  continuance  of 
the  Public  Health  Nurse  Program  as  it  currently  exists.  The 
motion  was  seconded  by  Dr.  Reaney  and  carried.  The 
Council  reviewed  the  letter  from  the  Health  Department 
concerning  a proposed  change  in  law  which  would  eliminate 
the  Health  Department’s  responsibility  to  provide  a preven- 
tive for  ophthalmia  neonatorum  to  South  Dakota  hospitals. 
Dr.  Aspaas  moved  that  the  State  Association  endorse  such  a 
change  in  state  law.  The  motion  was  seconded  by  Dr.  Lush- 
bough  and  carried.  The  Council  considered  information  re- 
ceived from  Dr.  Quick  and  his  request  for  endorsement  of 
a mandatory  seat  belt  law.  Following  discussion  Dr.  Lush- 
bough  moved  to  table  this  matter  inasmuch  as  a drafted  bill 
was  not  available  for  the  Council’s  review.  The  motion  was 
seconded  by  Dr.  Harris  and  carried.  Dr.  Barrett  moved  that 
the  Council  accept  the  report  of  the  Commission  on  Legis- 
lation and  Governmental  Relations  as  amended.  The  mo- 
tion was  seconded  by  Dr  Hamm  and  carried. 

The  Council  reviewed  the  report  of  the  joint  meeting  of 
the  Commission  on  Legislation  and  Governmental  Rela- 
tions and  the  Professional  Liability  Commission. 

JOINT  SESSION  OF  THE 
PROFESSIONAL  LIABILITY  COMMISSION 
AND  THE  COMMISSION  ON  LEGISLATION  & 
GOVERNMENTAL  RELATIONS 

2:00  P.M.,  Thursday  Ramada  Inn 

December  16,  1976  Sioux  Falls,  SD 

The  meeting  was  called  to  order  by  Dr.  R.  G.  Gere, 
Chairman  of  the  Commission  on  Legislation  and  Govern- 
mental Relations.  Those  present  for  roll  call  were  Drs. 
Winston  Odland,  Michael  Rost,  Stephen  Haas,  James  Lar- 
son, J.  A.  Muggly,  Morris  Radack,  R.  G.  Gere,  A.  A. 
Lampert,  Jr.,  Bill  Church,  L.  W.  Karlen,  A.  A.  Lampert, 
R.  B.  Henry,  Barbara  Spears,  V.  Janavs,  R.  J.  Foley,  R.  W. 
Honke,  Myron  Jerde  and  Dr.  Fred  Leigh  and  Dr.  C.  L. 
Swanson,  representing  the  Executive  Committee,  and  Mr. 
Frank  Drew  and  Mr.  John  Porter  representing  the  State 
Hospital  Association. 

The  Commission  reviewed  the  statute  of  limitations  bill 
for  minors.  Mr.  Johnson  reported  that  the  Hospital  Associa- 
tion has  indicated  they  will  be  unable  to  support  this  bill, 
however,  they  will  not  oppose  it.  Following  discussion. 
Dr.  Foley  moved  that  the  Commission  recommend  the 
statute  of  limitations  bill  on  minors  be  introduced  as  its 
number  one  priority  for  the  1977  legislative  session.  The 
motion  was  seconded  by  Dr.  Lampert  and  carried.  Dr. 
Odland  moved  that  the  Commission  reaffirm  its  support  to 
the  Hospital  Association  for  the  statute  of  limitations  bill  on 
minors  and  request  that  a representative  of  the  State  Medi- 
cal Association  attend  the  upcoming  Hospital  Association 
Board  meeting  to  clarify  this  legislation  and  request  Hospi- 
tal Association  endorsement.  The  motion  was  seconded  by 
Dr.  Rost  and  carried. 

The  Commission  considered  the  proposed  draft  of  the 
collateral  source  bill.  Mr.  Johnson  indicated  that  the  bill,  as 
drawn,  has  been  endorsed  by  the  Hospital  Association  and  if 
approved  by  the  Commission  and  Council,  will  be  given  to 
the  insurance  industry  for  introduction.  Dr.  Haas  moved 
that  the  collateral  source  bill,  as  drafted,  be  endorsed  by  the 
State  Medical  Association  as  its  second  priority  for  the  1977 
legislative  session.  The  motion  was  seconded  by  Dr.  Church 
and  carried. 

The  Commission  reviewed  the  revised  Informed  Consent 
bill.  Representatives  of  the  Hospital  Association,  Mr.  Frank 
Drew  and  Mr.  John  Porter,  discussed  revisions  which  the 
Hospital  Association  feels  should  be  included  in  this  bill 
prior  to  introduction.  Mr.  Johnson  indicated  that  the  Associ- 
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ation’s  attorney,  Mr.  Dave  Gerdes,  indicated  that  informed 
consent  is  extremely  difficult  to  define  and  it  was  his 
opinion  that  physicians  would  he  sued  for  lack  of  informed 
consent  when  other  grounds  are  not  evident.  Following  a 
lengthy  discussion.  Dr.  Odland  moved  to  modify  the  in- 
formed consent  bill  in  consultation  with  representatives  of 
the  Hospital  Association,  to  change  section  two  which  may 
call  for  modification  of  surgical  consent  forms  with  doctor 
participation,  before  introducing  this  bill.  The  motion  was 
seconded  by  Dr.  Spears.  Vote:  7 for,  10  against.  Motion 
failed.  Dr.  Church  moved  that  the  Commission  recommend 
delaying  action  on  the  informed  consent  bill  for  one  year. 
The  motion  was  seconded  by  Dr.  Rost.  Vote:  10  for,  6 
against.  Motion  carried. 

The  Commission  reviewed  the  expert  witness  bill  as 
drafted.  Mr.  Johnson  indicated  that  the  insurance  industry 
has  stated  they  do  not  feel  this  bill  will  be  of  assistance  in 
lowering  insurance  rates.  The  Hospital  Association  recom- 
mended changes  in  wording  in  this  bill  before  it  could  be 
endorsed  by  their  Association.  Dr.  Haas  moved  that  the  ex- 
pert witness  bill  be  deferred  by  the  Committee  for  the 
present  and  restudied  before  possible  introduction  to  the 
legislature.  The  motion  was  seconded  by  Dr.  Radack  and 
carried. 

The  meeting  adjourned  at  3:10  p.m. 

The  Council  considered  the  recommendation  of  the 
Commissions  with  regard  to  the  statute  of  limitations  bill 
for  minors.  Mr.  Johnson  reported  that  the  Hospital  Associa- 
tion Board  met  recently  and  reversed  their  position  so  they 
will  endorse  this  bill.  Dr.  Whitney  moved  that  the  Council 
approve  the  recommendation  of  the  Commissions  that  the 
statute  of  limitations  bill  for  minors  be  the  State  Medical 
Association’s  number  one  priority  legislation.  The  motion 
was  seconded  by  Dr.  Harris  and  carried.  The  Council  con- 
sidered the  Commissions’  recommendation  with  regard  to 
the  collateral  source  bill.  Dr.  Reaney  moved  that  the  Coun- 
cil accept  the  Commissions’  recommendation  that  the  pas- 
sage of  the  collateral  source  bill  be  the  State  Medical  As- 
sociation's second  priority.  The  motion  was  seconded  by 
Dr.  Lewis  and  carried.  The  Council  considered  the  recom- 
mendation of  the  Commissions  on  the  informed  consent 
bill  and  reviewed  the  minority  report  submitted  by  Dr. 
Stephen  Haas.  Dr.  Odland  stated  that  his  Commission  will 
continue  to  study  this  bill  and  work  with  the  Hospital  As- 
sociation on  it.  Dr.  Bartron  moved  that  the  Council  accept 
the  recommendation  of  the  Commissions  to  delay  introduc- 
ing the  informed  consent  bill  for  at  least  one  year.  The  mo- 
tion was  seconded  by  Dr.  Aspaas  and  carried.  The  Council 
considered  the  recommendation  of  the  Commissions  on  the 
expert  witness  bill.  Dr.  Harris  moved  that  the  Council  ac- 
cept the  Commissions’  recommendation  to  defer  introduc- 
tion of  the  expert  witness  bill  and  refer  it  to  the  Professional 
Liability  Commission  for  continued  study.  The  motion  was 
seconded  by  Dr.  Hamm  and  carried.  Dr.  Hamm  moved  that 
the  Council  accept  the  report  of  the  joint  meeting  of  the 
Commission  on  Legislation  and  Governmental  Relations  and 
the  Professional  Liability  Commission.  The  motion  was  sec- 
onded by  Dr.  Whitney  and  carried. 

The  Council  reviewed  the  report  of  the  Commission  on 
Professional  Liability. 

THE  MINUTES  OF  THE  COMMISSION  ON 
PROFESSIONAL  LIABILITY 

1:00  P.M.,  Thursday  Ramada  Inn 

December  16,  1976  Sioux  Falls,  SD 

The  meeting  was  called  to  order  by  Dr.  Winston  Odland, 
Chairman,  at  1:00  p.m.  Those  present  for  roll  call  were 
Drs.  Winston  Odland,  Michael  Rost,  Stephen  Haas,  James 
Larson.  J.  A.  Muggly,  Morris  Radack,  R.  G.  Gere,  A.  A. 
Lampert,  Jr.,  and  Dr.  Fred  Leigh  and  Dr.  C.  L.  Swanson, 
representing  the  Executive  Committee. 


Dr.  Lampert  moved  to  dispense  with  the  reading  of  the 
minutes  of  the  previous  meeting  and  to  accept  them  as 
published  and  distributed.  The  motion  was  seconded  by 
Dr.  Gere  and  carried. 

Mr.  Johnson  reviewed  the  revised  arbitration  brochure 
and  agreements  which  incorporated  changes  previously  rec- 
ommended by  the  Commission.  He  indicated  that  the  State 
Bar  Association  will  be  meeting  in  early  January  and  hope- 
fully at  that  time,  they  will  lend  their  seal  to  the  brochure. 

The  Commission  reviewed  letters  received  from  profes- 
sional liability  insurance  companies  regarding  their  thoughts 
on  arbitration.  The  Commission  also  reviewed  letters  from 
other  states  indicating  they  have  taken  no  action  with  regard 
to  recommending  a maximum  to  their  physicians  for  liability 
coverage.  These  letters  were  accepted  for  information  only. 

The  Commission  also  reviewed  information  on  Glacier 
National  Assurance  Company,  which  is  offering  coverage  to 
physicians  in  South  Dakota.  The  Commission  accepted  in- 
formation on  Glacier  National  for  their  files  and  stated  they 
do  not  feel  it  is  their  prerogative  to  make  a recommendation 
for  endorsement  of  any  professional  liability  company. 

The  Commission  reviewed  the  statement  prepared  on  as- 
surance of  quality  medical  care  in  South  Dakota  for  use  in 
discussions  with  state  legislators.  It  was  recommended  that 
perhaps  PSRO  might  be  defined  better  and  that  an  addi- 
tional point  on  JCAH  accreditation  might  be  included  in 
this  report.  Following  discussion.  Dr.  Larson  moved  that 
this  statement  with  the  additions  be  utilized  by  Mr.  Johnson 
in  his  presentation  to  officials  of  state  government  during 
the  legislative  session.  The  motion  was  seconded  by  Dr.  Gere 
and  carried. 

The  Commission  reviewed  and  discussed  the  Medical 
Liability  Act  which  has  been  proposed  to  North  Dakota’s 
legislature.  This  was  accepted  for  information  only. 

The  Commission  considered  the  question  of  professional 
liability  coverage  being  a prerequisite  for  hospital  staff 
privileges.  A discussion  was  held  concerning  this  matter,  in- 
cluding actions  taken  by  hospitals  in  South  Dakota.  The 
commission  determined  to  accept  this  for  information  only 
and  took  no  action. 

Mr.  Johnson  briefly  reviewed  the  professional  liability 
questionnaire  sent  out  by  the  State  Medical  Association  sev- 
eral months  ago,  along  with  information  available  on  mal- 
practice claims  filed  in  South  Dakota  during  the  past  year. 
The  Commission  directed  the  Executive  Secretary  to  con- 
tinue to  monitor  the  experience  in  malpractice  suits  and  to 
provide  the  Commission  with  an  update  prior  to  the  legisla- 
tive session. 

The  Commission  considered  the  contingency  fee  bill 
prepared  for  possible  introduction  into  the  legislative  ses- 
sion. Following  discussion.  Dr.  Rost  moved  that  this  piece 
of  legislature  be  dropped  from  the  sponsored  bills  of  the 
South  Dakota  State  Medical  Association.  The  motion  was 
seconded  by  Dr.  Larson  and  carried. 

The  meeting  adjourned  at  2:00  p.m. 

Mr.  Johnson  stated  that  the  State  Bar  Association  met  re- 
cently and  approved  the  arbitration  brochure.  This  brochure 
will  now  be  printed  and  distributed  and  will  include  the 
seals  of  the  State  Medical  Association,  the  State  Hospital 
Association  and  the  State  Bar.  It  is  planned  that  a meeting 
of  physicians  and  hospital  representatives  will  be  held  to  re- 
view and  explain  the  arbitration  brochures  in  the  near  fu- 
ture. Dr.  Whitney  moved  that  the  Council  approve  the  re- 
port of  the  Professional  Liability  Commission  as  submitted. 
The  motion  was  seconded  by  Dr.  Bartron  and  carried. 

Dr.  Karl  Wegner,  Dean  of  the  Medical  School,  introduced 
Dr.  Loren  Petersen,  Chairman  of  the  Department  of 
Obstetrics-Gynecology.  Dr.  Petersen  briefly  reviewed 
projects  and  research  in  which  his  department  is  involved. 
He  stated  that  through  his  department  a resident  from 
Sacred  Heart  Hospital  will  be  stationed  at  the  Rosebud  In- 
dian Health  Hospital  along  with  one  senior  medical  school 
student  to  alleviate  the  need  for  physicians  there  and  to 
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provide  practical  experience.  He  also  indicated  that  he  was 
most  pleased  with  the  quality  of  medical  students  at  the 
USD  Medical  School  and  is  looking  forward  to  the  develop- 
ment of  the  Ob-Gyn  Department. 

Dr.  Leigh  read  the  report  of  the  Executive  Commission 
which  met  on  Friday,  January  14. 

MINUTES  OF  THE  EXECUTIVE 
COMMISSION  MEETING 

1:30  P.M.  Ramada  Inn 

January  14,  1977  Sioux  Falls,  SD 

The  meeting  was  called  to  order  by  Fred  Leigh,  M.D., 
chairman  of  the  Executive  Commission.  Present  for  roll  call 
were  Drs.  Leigh,  James  Ryan,  Winston  Odland,  Joseph 
Hamm,  Russell  Harris,  J.  F.  Barlow,  and  Charles  Swanson. 
Also  in  attendance  were  Bob  Johnson,  Patty  Butler,  and 
William  Taylor,  M.D. 

Dr.  Swanson  moved  to  accept  the  minutes  of  the  October 
meeting  as  distributed  to  the  members.  The  motion  was 
seconded  and  carried. 

Mr.  Johnson  reviewed  the  proposed  budget  and  discussed 
the  changes,  both  increases  and  decreases  for  income  and 
expenditures.  Dr.  Odland  moved  that  the  Executive  Com- 
mission, acting  as  the  Budget  and  Audit  Committee  accept 
the  proposed  budget  as  submitted  and  recommend  its  ap- 
proval to  the  Council.  The  motion  was  seconded  and 
carried.  Dr.  Harris  suggested  that  the  executive  office 
present  a mid-year  balance  sheet  and  present  it  at  a meeting 
of  the  Executive  Commission  when  the  budget  for  the 
forthcoming  year  is  discussed. 

The  Executive  Commission,  acting  as  an  ad  hoc  commit- 
tee, met  with  representatives  of  the  Academy  of  Family 
Practice,  the  Hospital  Association  and  representatives  from 
the  School  of  Medicine. 

Richard  Friess,  M.D.  discussed  the  bill  which  the  Aca- 
demy of  Family  Physicians  wishes  to  introduce  at  the  1977 
session  of  the  legislature.  Considerable  discussion  was  held 
regarding  the  merits  of  the  suggested  bill  and  the  funding  to 
be  requested,  as  well  as  how  the  funds  requested  would  be 
allocated  in  the  State.  Dr.  Friess  indicated  that  a request 
would  be  made  for  an  interim  LRC  study  to  determine  the 
needs  in  South  Dakota  for  primary  care  residency  programs 
and  the  amount  of  state  dollars  needed  to  help  support 
these  programs.  He  stated  that  the  AAFP  would  introduce 
the  bill  and  would  ask  the  SDSMA  for  help  at  the  legisla- 
tive level.  Mr.  Johnson  discussed  the  legislative  program  of 
the  SDSMA  which  has  been  prepared  by  the  Commission  on 
Legislation  and  Commission  on  Professional  Liability.  Dr. 
Sattler  indicated  that  the  legislators  in  his  area  would  sup- 
port a bill  which  included  support  of  the  primary  care 
residency  programs.  Dr.  Friess  stated  the  bill  would  be 
similar  to  last  year’s  bill  with  the  addition  of  capitation 
money  and  that  no  money  would  be  asked  for  development 
costs.  Dr.  Swanson  moved  that  the  Executive  Commission 
go  on  record  as  being  in  favor  of  a primary  care  residency 
bill.  The  motion  was  seconded.  Dr.  Ryan  moved  to  table 
the  motion.  The  motion  was  seconded  and  carried.  Dr. 
Swanson  then  asked  Dr.  Friess  and  Dr.  Jahraus  to  appear  at 
the  Council  meeting  and  present  a copy  of  the  bill  to  be 
introduced  so  action  could  be  taken  at  that  time. 

Reconvening  as  the  Executive  Commission,  a discussion 
was  held  on  legislation  to  be  introduced  which  would  allow 
aides  in  nursing  homes  to  pass  out  medications.  Dr.  Swan- 
son moved  that  the  Executive  Commission  recommend  to 
the  Council  that  the  SDSMA  go  on  record  as  being  opposed 
to  allowing  aides  to  pass  out  medications.  The  motion  was 
seconded  and  carried. 

A discussion  was  held  on  the  document  “Assessment, 
Projection,  and  Recommendation  for  Nursing”  prepared  by 
the  Nursing  Subcommittee  of  the  Health  Resources  Linkage 
Project.  This  report  will  be  submitted  to  the  Executive  Com- 
mittee of  the  Health  Systems  Agency  for  South  Dakota  and 


from  there  to  the  governing  body  of  the  HSA. 

Dr.  Swanson  moved  that  the  Executive  Commission  rec- 
ommend to  the  Council  that  the  SDSMA  reject  the  report  as 
totally  improper.  The  report  is  not  based  on  the  necessary 
elements,  the  criteria  for  the  needs  are  completely  invalid, 
the  findings  are  inadequate  and  there  is  insufficient  docu- 
mentation of  the  findings;  that  a minority  report  be  sub- 
mitted to  the  HSA  Executive  Committee.  The  motion  was 
seconded  and  carried. 

A discussion  was  held  on  the  administration  support  of 
SoDaPAC  provided  by  the  executive  office.  The  authoriza- 
tion for  this  work  was  originally  made  for  a one  year 
period.  Dr.  Odland  moved  that  the  Executive  Commission 
recommend  to  the  Council  that  the  state  office  continue  to 
assist  SoDaPAC  in  the  administrative  work  of  this  organiza- 
tion. The  motion  was  seconded  and  carried. 

Dr.  Harris  discussed  a request  for  endorsement  of  a 
merger  between  the  Rapid  City  Regional  Hospital  and  the 
South  Dakota  School  of  Mines  and  Technology  to  develop  a 
degree  granting  nursing  program.  Dr.  Hamm  moved  that  the 
SDSMA  write  a letter  of  support  for  the  merger  of  the 
Rapid  City  Regional  Hospital  and  the  South  Dakota  School 
of  Mines  and  Technology  for  the  development  of  a degree 
granting  program  for  the  education  of  nurses  in  the  West 
River  Area.  The  motion  was  seconded  and  carried. 

Dr.  Leigh  discussed  a letter  received  from  the  Auxiliary 
requesting  Auxiliary  representation  be  allowed  at  all  meet- 
ings of  the  Council.  The  Executive  Commission  directed 
that  this  request  be  placed  on  the  Council  agenda  and  that  a 
secret  ballot  be  taken  at  that  time. 

Dr.  Taylor  discussed  a problem  regarding  the  writing  of 
prescriptions  by  podiatrists.  The  question  will  be  referred  to 
the  Commission  on  Legislation  for  study  and  review. 

The  meeting  adjourned  at  5:15  p.m. 

Dr.  Harris  moved  that  the  Council  accept  the  recom- 
mendation of  the  Commission  and  adopt  the  budget  as 
proposed.  The  motion  was  seconded  by  Dr.  Lang  and 
carried.  It  was  noted  the  Council  took  action  on  the  primary 
care  residency  bill  when  it  considered  the  report  of  the 
Commission  on  Legislation  and  Governmental  Relations. 
Dr.  Barrett  moved  that  the  Council  accept  the  Commission’s 
recommendation  to  oppose  allowing  aides  to  dispense  medi- 
cations in  nursing  homes.  The  motion  was  seconded  by 
Dr.  Ryan  and  carried.  Dr.  Bell  moved  that  the  Council  ac- 
cept the  recommendation  of  the  Commission  that  the  State 
Medical  Association  file  a minority  report  with  the  HSA 
Executive  Committee  disagreeing  with  the  document,  “As- 
sessment, Projection,  and  Recommendation  for  Nursing” 
prepared  by  the  Nursing  Subcommittee  of  the  Health  Re- 
sources Linkage  Project  and  outlining  the  reasons  for  such 
disagreement.  The  motion  was  seconded  by  Dr.  Stiehl  and 
carried.  Dr.  Taylor  moved  that  the  Council  accept  the 
recommendation  of  the  Commission  that  the  State  Medical 
Association's  executive  office  continue  to  assist 
SoDaPAC  in  its  administrative  work.  The  motion  was 
seconded  by  Dr.  Lang  and  carried.  The  Council  considered 
the  Commission's  recommendation  to  approve  the  merger  of 
the  Rapid  City  Regional  Hospital  and  the  South  Dakota 
School  of  Mines  and  Technology  to  develop  a degree  grant- 
ing nursing  program.  Dr.  Barrett  moved  that  the  Council 
accept  this  recommendation.  The  motion  was  seconded  by 
Dr.  Whitney.  Following  discussion  Dr.  Bartron  made  a 
substitute  motion  to  state  the  Council  approves  the  concept 
of  upgrading  nursing  education  in  the  western  part  of  South 
Dakota.  The  motion  was  seconded  by  Dr.  Taylor  and 
carried.  As  recommended  by  the  Executive  Commission  the 
Council  took,  a secret  ballot  to  determine  if  the  Auxiliary 
president  should  be  invited  to  the  Council  meetings.  The 
vote  indicated  the  Council  would  not  extend  an  invitation 
to  the  Auxiliary  president  to  attend  Council  meetings.  Dr. 
Jones  moved  that  the  Council  accept  the  report  of  the 
Executive  Commission  as  amended.  The  motion  was  sec- 
onded by  Dr.  Gerber  and  carried. 
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The  Council  adjourned  for  lunch  and  reconvened  at 
1 : 30  p.m. 

The  Council  reviewed  the  report  of  the  Special  Com- 
mittee on  the  Huron  matter.  Dr.  Odland  moved  that  the 
Council  accept  this  report.  The  motion  was  seconded  by 
Dr.  Reaney  and  carried. 

Mr.  Johnson  briefly  reported  on  the  Foundation  for 
Medical  Care.  He  stated  that  review  is  currently  being  done 
in  fourteen  hospitals  and  hopefully  by  May  review  will  be 
done  in  all  hospitals  in  the  state. 

Nominations  were  in  order  for  the  Distinguished  Service 
Award  and  the  Community  Service  Award.  Two  nomina- 
tions were  received  for  the  Distinguished  Service  Award 
and  one  for  the  Community  Service  Award.  These  nomina- 
tions will  be  sent  to  the  special  committee  of  past  recipients 
for  their  review  and  recommendation  and  a final  vote  will 
be  cast  at  the  April  Council  meeting.  Dr.  Harris  moved  that 
the  State  Medical  Association  give  a special  recognition 
award  to  Mr.  Ben  Diamond  for  his  many  years  of  service  to 
the  state  of  South  Dakota  in  the  health  field.  The  motion 
was  seconded  by  Dr.  Barrett.  Dr.  Barrett  moved  to  amend 
the  motion  to  allow  $50  for  the  purchase  of  a plaque  for 
this  award  to  be  engraved  and  awarded  at  the  time  of  the 
annual  meeting  banquet.  The  motion  was  seconded  by 
Dr.  Lushbough  and  carried. 

The  Council  considered  the  request  from  the  AMA  for 
financial  support  of  scholarship  programs  for  medical  as- 
sociation administrators.  Dr.  Hamm  moved  that  the  Council 
table  this  request.  The  motion  was  seconded  by  Dr.  Reaney 
and  carried. 

Nominations  were  in  order  for  election  to  the  Endowment 
Association  Board  of  Directors.  Dr.  Ryan  moved  that  the 
Council  reappoint  the  Endowment  Board,  Dr.  G.  E.  Tracy, 
Dr.  T.  H.  Willcockson,  Dr.  Warren  Jones,  Dr.  J.  B.  Gregg, 
Dr.  Durward  Lang,  Dr.  Anthony  Javurek  and  Dr.  B.  O. 
Lindbloom,  for  a one  year  term.  The  motion  was  seconded 
by  Dr.  Lewis  and  carried. 

The  Council  reviewed  the  report  of  the  Long  Range 
Planning  Committee. 

MINUTES  OF  THE  MEETING 
COMMITTEE  ON  LONG  RANGE  PLANNING 

1:00  P.M.  Howard  Johnson  Motor  Lodge 

Thursday,  November  18,  1976  Sioux  Falls,  South  Dakota 

The  Committee  on  Long  Range  Planning  met  at  1:00 
p.m.  on  November  18  and  opened  with  the  election  of 
Dr.  James  Ryan  as  Chairman.  Present  for  roll  call  were 
Drs.  Karl  H.  Wegner.  J.  A.  Muggly,  R.  E.  Van  Demark, 
James  Ryan,  John  C.  Rodine,  James  Monfore,  and  John  J. 
Stransky.  Also  in  attendance  were  Dr.  Fred  Leigh  and  Mr. 
Bob  Johnson. 

The  Committee  discussed  the  two  consumer  groups 
ACORN  and  WE  THE  PEOPLE.  Great  emphasis  was 
placed  on  educating  the  public  as  to  understanding  the 
differences  between  physician  and  hospital  costs  and  where 
their  money  goes.  Dr.  Stransky  moved  that  the  Committee 
recommend  to  the  Council  that  the  Commission  on  Internal 
Affairs,  Communications  and  Liaison  study  this  matter  and 
draw  up  a program  or  programs  to  educate  the  public  via 
inserts,  media,  etc.,  as  to  medical  care  costs  and  break- 
downs. The  motion  was  seconded  by  Dr.  Wegner  and 
carried. 

The  Committee  discussed  proposed  legislation  in  Cali- 
fornia which  would  allow  hospitals  to  employ  physicians. 
After  lengthy  discussion.  Dr.  Wegner  moved  that  Mr.  Bob 
Johnson  look  into  the  matter  of  who  can  legally  sponsor 
medical  practice  in  South  Dakota.  The  motion  was  seconded 
and  carried. 

Next  the  Committee  discussed  the  need  for  a committee 
on  rural  medicine  to  study  the  problems  of  the  rural  hospi- 
tals and  doctors.  Dr.  Monfore  moved  that  the  physicians 


representing  rural  medicine  utilize  the  existing  channels  in 
the  State  Medical  Association.  The  motion  was  seconded  and 
carried. 

The  Committee  discussed  the  Emergency  Medical  Service 
with  regards  to  ambulance,  training  of  paramedics  and 
categorization  of  hospitals.  They  also  discussed  the  Human 
Services  Center  in  Yankton  and  the  role  of  the  Medical 
School  in  its  future.  Following  a lengthy  discussion  on  the 
graduate  medical  education  bill,  the  information  was  tabled 
pending  future  deliberations. 

The  problem  of  non-professional  people  working  in  nurs- 
ing homes  and  passing  out  medicine  to  patients  was  also 
discussed.  It  was  felt  that  these  people  should  abide  by  the 
law  which  states  that  non-professional  people  cannot  pass 
out  medicine  to  patients.  The  Committee  discussed  the 
American  Cancer  Society  program  of  providing  pap  smears 
to  low-income  or  indigent  women  who  have  never  had  a pap 
smear  with  special  emphasis  placed  on  the  mature  woman. 
All  women  qualify  who  have  never  had  a pap  test,  who  have 
not  had  a pap  smear  within  the  past  24  months  or  whose 
previous  test  results  are  unknown.  Dr.  Muggly  moved  that 
further  investigation  and  follow-up  be  referred  back  to  the 
Council  for  their  review.  The  motion  was  seconded  by 
Dr.  Monfore  and  carried. 

Dr.  Leigh  discussed  the  consideration  of  future  expansion 
of  the  State  Medical  Association  office  in  the  area  of  per- 
sonnel for  the  information  of  the  Committee  members. 

The  meeting  adjourned  at  4:00  p.m. 

Dr.  Aspaas  moved  that  the  Council  accept  the  Com- 
mittee’s recommendation  to  refer  the  matter  of  Acorn  and 
We  The  People  to  the  Commission  on  Internal  Affairs, 
Communications  and  Liaison.  The  motion  was  seconded 
by  Dr.  Leigh  and  carried.  The  Council  discussed  the  matter 
of  corporations  sponsoring  medical  practice  in  South  Dakota 
and  requested  that  the  executive  office  obtain  a legal 
opinion  on  this.  Dr.  Saylor  discussed  the  Emergency  Medical 
Service  program  in  South  Dakota  and  stated  that  a meeting 
with  regard  to  the  categorization  of  hospitals  will  be  held  on 
February  3.  Dr.  Gerber  moved  to  refer  the  matter  of  catego- 
rization of  hospitals  to  the  Commission  on  Medical 
Service.  The  motion  was  seconded  by  Dr.  Lang  and  carried. 
Following  discussion  Dr.  Gerber  moved  that  the  Council 
endorse  the  Emergency  Medical  Service  program  and  en- 
dorse the  continuation  of  the  81  hour  ambulance  attendant 
training  course.  The  motion  was  seconded  by  Dr.  Lush- 
bough and  carried.  Dr.  Gerber  moved  that  the  Council  ac- 
cept the  recommendation  from  the  Committee  with  regard 
to  continued  investigation  of  the  American  Cancer  Society’s 
program  to  provide  pap  smears  and  pelvic  exams  and 
referred  this  to  the  Commission  on  Scientific  Medicine.  The 
motion  was  seconded  by  Dr.  Jones  and  carried.  Dr. 
Buchanan  moved  to  accept  the  report  of  the  Long  Range 
Planning  Committee  as  amended.  The  motion  was  seconded 
by  Dr.  Whitney  and  carried. 

The  Council  was  asked  to  recommend  three  physicians  to 
the  Governor  for  consideration  of  appointment  to  the 
Board  of  Medical  and  Osteopathic  Examiners  for  the  term 
of  Dr.  R.  A.  Buchanan  which  expires  in  July  1977. 
Dr.  Leigh  moved  that  Michael  Rost,  M.  D.  be  suggested. 
The  motion  was  seconded  by  Dr.  Aspaas  and  carried. 

Dr.  Odland  moved  that  John  Barlow,  M.  D.  be  suggested. 

The  motion  was  seconded  by  Dr.  Taylor  and  carried. 

Dr.  Hamm  moved  that  Durward  Lang,  M.  D.  be  suggested. 
The  motion  was  seconded  by  Dr.  Stiehl  and  carried. 

Dr.  Ryan  moved  that  the  State  Medical  Association  submit 
these  three  names  to  the  Governor  in  the  order  of  preference 
as  nominated.  The  motion  was  seconded  by  Dr.  Reaney  and 
carried. 

The  Council  considered  openings  on  AMA  Councils  and 
physicians  in  South  Dakota  who  indicated  an  interest  in 
serving  on  such  Councils.  Dr.  Harris  moved  that  the  State 
Medical  Association  submit  Dr.  R.  H.  Quinn  for  considera- 
tion of  election  to  the  Judicial  Council  and  the  Council  on 
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Medical  Education.  The  motion  was  seconded  by  Dr.  Taylor 
and  carried. 

Dr.  Reaney  called  to  the  attention  of  the  Council  that 
Dr.  C.  B.  McVay  will  be  retiring  as  Chairman  of  the  De- 
partment of  Surgery  of  the  Medical  School  and  will  be 
honored  at  a recognition  dinner  sponsored  by  the  American 
College  of  Surgeons  and  moved  that  the  State  Medical  As- 
sociation send  an  acknowledgment  to  Dr.  McVay  to  be 
read  at  the  recognition  dinner  commending  him  for  his 
years  of  service  to  the  people  of  South  Dakota  and  the 
Medical  School.  The  motion  was  seconded  by  Dr.  Hamm 
and  carried. 

Mr.  Johnson  reported  to  the  Council  that  Blue  Shield 
will  be  sponsoring  several  workshops  throughout  the  state 
for  physicians  and  their  insurance  employees  and  urged  the 
Councilors  to  attend  and  encourage  other  physicians  to 
participate. 

The  Council  received  correspondence  from  the  Depart- 
ment of  Health  which  indicated  a bill  would  be  introduced 
in  the  legislature  which  would  alter  the  reporting  of  fetal 
deaths  and  abortions.  This  was  submitted  for  the  Council’s 
information. 

Mr.  Johnson  reported  that  the  FTC  has  subpoenaed  eleven 
medical  specialty  boards  and  requested  information  on  how 
the  boards  operate,  how  members  are  chosen,  how  diplo- 
mates  are  certified  and  whether  codes  of  ethics  or  behavior 
are  used.  This  was  accepted  for  information. 

Dr.  Leigh  addressed  the  Council  concerning  the  member- 
ship requirement  for  continuing  medical  education.  He  en- 
couraged all  Councilors  to  discuss  with  their  fellow  physi- 
cians and  the  hospitals  where  they  practice  the  matter  of 
continuing  medical  education  and  to  pursue  an  accredited 
program  for  their  hospitals. 

The  Council  considered  several  white  papers  submitted 
by  Dr.  Heinrichs.  The  Council  reiterated  its  previous  action 
to  adopt  the  AMA  position  on  the  definition  of  death;  the 
Association  took  no  position  with  regard  to  the  living  will; 
and  the  Association  took  no  position  regarding  the  de- 
criminalization of  marijuana.  Dr.  Leigh  moved  that  the 
white  paper  on  smoking  be  referred  to  the  appropriate 
Commission  for  study.  The  motion  was  seconded  by  Dr. 
Reaney  and  carried. 

The  meeting  adjourned  at  3:30  p.m. 


NATIONAL  LIMBS,  INC. 

620  West  1 8th  Street 
Sioux  Falls,  South  Dakota 
Manufacturer  of  orthopedic  appliances, 
artificial  limbs,  and  surgical  supports. 
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{continued  from  page  2) 

Ma.vo  Foundation  Outreach  Seminars, 

Current  Concepts  and  Treatment 
of  Athletic  Injuries,  McKennan 
Hosp.  Aud.,  Sioux  Falls,  SD,  April 
22-23.  Category  I AMA  credits. 
Contact:  Med.  Ed.  Off.,  McKennan 
Hosp.,  Sioux  Falls,  SD  57101. 


Current  Concepts  of  Infectious  Dis- 
eases in  Obstetrics  and  Gynecology, 

Iowa  Mem.  Union,  Iowa  City,  IA, 
April  26-28.  15  hrs.  Category  I 
credits.  Fee:  $150.  Info:  Dir.  of 
Conf,  Iowa  Mem.  Union,  U.  of  la., 
Iowa  City,  IA  52242. 


Topics  in  Geriatric  Medicine,  Nolte 
Center,  U.  of  Minn,  Minneapolis, 
MN,  April  28-29.  Contact:  Off.  of 
Con.  Med.  Ed,  U.  of  Minn.  Med. 
School,  Box  293  Mayo  Mem.  Bldg., 
Minneapolis,  MN  55455. 


First  Annual  Dr.  Will  Donahoe  Me- 
morial Day,  Auditorium,  McKen- 
nan Hosp,  Sioux  Falls,  SD,  spon- 
sored by  McKennan  Hosp.  and 
the  Dept,  of  Pediatrics-Adolescent 
Medicine,  April  30,  9:00  a.m.  Con- 
tact: Mrs.  Polly  McCart,  Ed.  Dir, 


McKennan  Hosp.  Sioux  Falls,  SD 
57101. 

May 

Radiation  Physics  and  Biology,  New 

York  U.  Med.  Cen.,  Classroom 
B — Alumni  Hall,  550  First  Ave. 
New  York  City.  May  2-6.  30  hrs. 
Category  I credits.  Tuition:  $150. 
Regis.  Dept:  Post-Grad.  Med. 

School.  Rm  4-20-0,  LHB,  550  First 
Ave.,  New  York.  NY  10016. 

USD  School  of  Med.  Dept,  of  Neu- 
rology, May  5 (a.m. — V.A.  Hosp, 
Fort  Meade,  SD)  (4:00  p.m. — Rapid 
City  Reg.  Hosp.  Rapid  City,  SD) 
May  6 — V.A.  Hosp,  Hot  Springs, 
SD,  Category  l credits.  Info:  USD 
School  of  Med,  West  River  Off, 
1015  12th  St.,  Rapid  City,  SD 
57701. 

Practical  Dermatology  in  Primary 

Care,  Mayo  Aud.,  U.  of  Minn., 
Minneapolis,  MN,  May  12-14. 
Category  I AMA  credits.  Contact: 
Off.  of  Con.  Med.  Ed.,  U.  of  Minn. 
Med.  School,  Box  293,  Mayo 
Memorial  Bldg.,  Minneapolis,  MN 
55455. 

USD  School  of  Med.  Dept,  of  Psy- 
chiatry “Transactional  Analysis — 


Concepts  and  Demonstration 
Group”,  May  19,  V.A.  Hosp,  Fort 
Meade,  SD,  Category  I credits.  Info: 
USD  School  of  Med,  West  River 
Off,  1015  12th  St,  Rapid  City,  SD 
57701. 


Hernia,  Criss  III  Aud.,  Creighton  U. 
Campus,  Omaha,  NE.  May  18-20. 
16.5  hrs.  AMA  & AAFP  credits. 
Fee:  $100.  Contact:  Div.  of  Con. 
Ed,  Creighton  U.  School  of  Med., 
2500  California  St.,  Omaha,  NE 
68178. 


June 

USD  School  of  Med.  Dept,  of  Neurol- 
ogy, June  2 (a.m. — V.A.  Hosp,  Fort 
Meade,  SD)  (4:00  p.m. — Rapid  City 
Reg.  Hosp,  Rapid  City,  SD)  June 
3 — V.A.  Hosp,  Hot  Springs,  SD, 
Category  I credits.  Info:  USD 

School  of  Med,  West  River  Off, 
1015  12th  St,  Rapid  City,  SD 
57701. 


Psychosocial  Care  of  the  Dying 
Patient,  U.  of  Calif.  School  of  Med., 
San  Francisco,  CA,  June  3-4.  Con- 
tact: Extended  Programs  in  Med. 
Ed.,  U.  of  Calif.  School  of  Med., 
San  Francisco.  CA  94143. 


Choice  Space 
Available 

KOENIG 
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BUILDING 

1320  South  Minnesota 
Sioux  Falls,  South  Dakota 
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Call  Ray  Ordinachev 
Bob  Schmidt 
John  Timmer 

Phone  605-336-0350 


ANNUAL  AND  BIANNUAL  LEASING  OF  ALL  MAKES  OF  AUTOMOBILES 

LEASING  IS  NOT  FOR  EVERYONE,  BUT  MEDICAL 
PEOPLE  ARE  OUR  SPECIALTY.  ALL  MAKES  OF 
AUTOS,  TRUCKS,  4 WHEELERS.  VARIOUS  PLANS 
TO  FIT  YOUR  NEEDS  OR  THE  PROFESSIONAL  AS- 
SOCIATIONS WITH  WHOM  YOU  ARE  ASSOCI- 
ATED. REFERENCES  TO  QUALIFIED  INQUIRIES  ARE 
GLADLY  FURNISHED. 

39th  & MINNESOTA  AVENUE 
SIOUX  FALLS,  SOUTH  DAKOTA  57105 

PHONE  336-3818 

C.  H.  "Chuck"  Point,  Mgr.  Home  phone  336-3168 
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From  Lilly/Dista  Research 

NALPON* 

fenoprofen  cabium 

300-mg.  Pulvules 


I DISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


c/o 


cO 

PO 


Additional  information  available  to  the  profession 
on  request. 

•Present  as  345.9  mg.  of  the  calcium  salt  of  fenoprofen  dihydrata 
equivalent  to  300  mg.  fenoprofen. 


A character 
\ all  its  own. 

W Valium  (diazepam)  is  a 

JP  benzodiazepine  with  a 
character  all  its  own. 

Pharmacologically,  it  has  been  described 
as  more  potent  mg-per-mg  than  other 
available  anxiolytic  benzodiazepines. 
Pharmacokinetically,  only  Valium  pro- 
vides active  diazepam  as  well  as  the 
active  metabolites  3-hydroxydiazepam, 
desmethyldiazepam  and  oxazepam. 

But  the  individual  character  of 
Valium  is  even  more  apparent  clinically 
than  pharmacokinetically.  And  far  more 
significant.  That’s  because  of  the  patient 
response  obtained  with  Valium.  A re- 
sponse which  brings  a calmer  frame  of 
mind.  A response  which  has  a pro- 
nounced effect  on  the  somatic  symp- 
toms of  anxiety,  particularly  muscular 
tension.  A response  which  helps  the  pa- 
tient feel  more  like  himself  again  be- 
cause of  the  way  Valium  reduces  the 
overwhelming  symptoms  of  anxiety  and 
psychic  tension. 

Another  important  aspect  of  the 
clinical  character  of  Valium  is  safety. 
Though  drowsiness,  ataxia  and  fatigue 
are  possible,  these  and  more  serious 
side  effects  are  rarely  a problem.  Of 
course,  as  with  all  CNS-acting  drugs, 
patients  taking  Valium  should  be  cau- 
tioned against  driving,  operating 
dangerous  machinery  or  the  simultane- 
ous ingestion  of  alcohol. 

Unquestionably,  many  psychother- 
apeutic agents,  including  other  benzo- 
diazepines, have  antianxiety  effects. 

But  one  fact  remains:  you  get  a certain 
kind  of  patient  response  with  Valium. 

It’s  a response  you  want.  A response 
you  know.  A response  you  trust  as  part 
of  your  overall  management  of  anxiety 
and  psychic  tension. 

Valium 

(diazepam)^ 

2-mg,  5 mg,  10-mg  scored  tablets 

a prudent  choice  in  psychic 
tension  and  anxiety 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Tension  and  anxiety  states:  somatic 
complaints  which  are  concomitants  of  emotional  fac- 
tors: psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms 
or  agitation:  symptomatic  relief  of  acute  agitation, 
tremor,  delirium  tremens  and  hallucinosis  due  to 
acute  alcohol  withdrawal:  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathol- 
ogy; spasticity  caused  by  upper  motor  neuron  dis- 
orders; athetosis;  stiff-man  syndrome;  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the 
drug.  Children  under  6 months  of  age.  Acute  narrow 
angle  glaucoma;  may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively 
in  convulsive  disorders,  possibility  of  increase  in  fre- 
quency and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity 
of  seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and  al- 
cohol) have  occurred  following  abrupt  discon- 
tinuance (convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful  surveil- 
lance because  of  their  predisposition  to  habituation 
and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  al- 
most always  be  avoided  because  of  in- 
creased risk  of  congenital  malformations 
as  suggested  in  several  studies.  Consider 
possibility  of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss  therapy 
if  they  intend  to  or  do  become  pregnant. 
Precautions:  If  combined  with  other  psycho- 
tropics or  anticonvulsants,  consider  carefully  phar- 
macology of  agents  employed;  drugs  such  as 
phenothiazines,  narcotics,  barbiturates,  MAO  In- 
hibitors and  other  antidepressants  may  potentiate  its 
action.  Usual  precautions  indicated  In  patients  se- 
verely depressed,  or  with  latent  depression,  or  with 
suicidal  tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated 
to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue,  de- 
pression, dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary  re- 
tention, blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations,  in- 
creased muscle  spasticity,  insomnia,  rage,  sleep  dis- 
turbances, stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and 
liver  function  tests  advisable  during  long-term 
therapy. 
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Division  of  Hoffmann-La  Roche  Inc. 
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REMINDER 


We  will  conduct  “special”  workshops  on  the  following  dates.  The  pur- 
pose is  to  correct  a specific  problem  affecting  claim  payments. 

It  is  important  that  every  clinic  and  physician’s  office  be  represented  by 
at  least  one  individual.  Pre-registration  is  requested. 


APRIL  25  — 1 :00 
APRIL  26  — 1 :00 
APRIL  26  — 6:30 
APRIL  27  — 1 :00 
APRIL  28  — 1 :00 
MAY  2 — 1 :00 

MAY  3 — 1 :00 

MAY  4 — 1 =00 


P.M.  — Guest  House,  Watertown 
P.M.  — Holiday  Inn,  Aberdeen 
P.M.  — The  Inn,  Huron 
P.M.  — Holiday  Inn,  Pierre 

P.M.  — Howard  Johnson  Motor  Lodge,  Rapid  City 
P.M.  — Kochi  Motel,  Yankton 
P.M.  — Holiday  Inn,  Mitchell 

P.M.  — Howard  Johnson  Motor  Lodge,  Sioux  Falls 


SOUTH  DAKOTA  BLUE  SHIELD 
Rapid  City  Sioux  Falls 
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SOUTH  DAKOTA 


INTRODUCTION  FROM  THE  EDITOR 


U S D S M - 1977 


We  congratulate  and  welcome  in  our  midst  the 
first  graduates  in  medicine  from  The  University  of 
South  Dakota  Medical  School.  The  South  Dakota 
Journal  of  Medicine  has  chosen  to  record  this  his- 
toric event  in  the  April,  1977  issue,  which  is  devoted 
entirely  to  it.  Your  educational  efforts  have  been 
strongly  supported  by  the  members  of  The  South 
Dakota  Medical  Association,  collectively  and  indi- 
vidually. 

Your  graduation  is  the  culmination  of  the  efforts, 
hopes,  faith  and  dreams  of  many.  Your  performance 
on  the  second  part  of  The  National  Board  of  Med- 
ical Examiners  indicates  these  are  well  founded. 

Remember,  medical  knowledge  is  of  little  value 
to  the  possessor  or  to  the  public  unless  it  can  be 


applied  to  the  relief  of  individual  patient  problems. 
The  challenge,  to  apply  your  knowledge  to  the  max- 
imum benefit  of  your  patient,  is  before  you. 

Those  of  you,  who  have  chosen  to  do  your  family 
practice  residency  in  South  Dakota,  deserve  special 
recognition.  The  need  for  you  is  great.  We  welcome 
you  as  future  colleagues  in  our  communities. 

Your  medical  education  has  been  a broad  one, 
with  emphasis  on  the  primary  health  care  of  South 
Dakota.  Whatever  capacity  you  choose  to  serve, 
your  interest,  your  ability  and  your  enthusiasm  are 
your  greatest  assets  and  we  hope  you  will  cherish 
and  develop  them  to  the  fullest. 

Robert  E.  Van  Demark,  M.D. 

Editor 
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LETTER  FROM  THE  DEAN 


To  the  Class  of  1977: 


It  is  a pleasure  to  offer  my  personal  congratula- 
tions to  you,  the  charter  class  of  M.D.’s  from  our 
70-year-old  school.  You  represent  the  first  products 
of  an  institution  re-founded  to  train  physicians 
oriented  to  family  practice  and  primary  care  after 
68  years  of  adherence  to  a two-year  basic  sciences 
Flexnerian  model  compelled  to  transfer  all  of  its 
students  to  out-of-state  schools. 

Some  of  you  may  not  become  family  and  primary 
care  physicians,  but  it  is  the  fond  hope  of  your 
faculty  and  of  the  people  of  South  Dakota  that 
many  of  you  will.  All  of  you  have  received  a cur- 
riculum oriented  as  broadly  as  possible  to  include 
and  to  emphasize  the  needs  of  society  and  of  our 
state  for  primary  health  care.  We  know  that  you 
agree  health  care  is  a priority  need  of  rural  America. 


You  each  have  interests  and  abilities  which  will 
lead  in  various  directions.  My  cherished  dream  is 
that  each  of  you  will  achieve  your  fullest  potential 
in  being  of  service  to  others,  regardless  of  the  path 
you  choose.  It  is  my  further  ambition  that  each  of 
you  may  feel  a strong  obligation  to  provide  service 
during  your  professional  careers  to  the  people  of 
South  Dakota,  who  have  gone  to  extraordinary 
lengths  to  make  this  education  possible  for  you. 

You  have  been  trailbreakers  in  the  pioneer  sense 
of  the  word.  Your  faculty  and  the  entire  State  of 
South  Dakota  are  proud  of  you.  May  God  be  with 
you  in  your  future  endeavors. 

Karl  H.  Wegner,  M.D. 

Dean 
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SOUTH  DAKOTA 


Affirmation  of  the  Physician 


Now  being  admitted  to  the  high  calling  of  the 
physician,  I solemnly  pledge  to  consecrate  my  life  to 
the  care  of  the  sick,  the  promotion  of  health  and 
the  service  of  humanity. 

In  the  spirit  of  those  who  have  inspired  and 
taught  me,  I will  seek  constantly  to  grow  in  knowl- 
edge, understanding  and  skill  and  will  work  with  my 
colleagues  to  promote  all  that  is  worthy  in  the  an- 
cient and  honorable  profession  of  medicine.  My 
professionalism  and  intellectual  curiosity  will  be 
laced  with  compassion  for  the  individual  in  an  im- 
personal world. 

The  health  and  dignity  of  my  patient  will  ever  be 
my  first  concern.  I will  hold  in  confidence  all  that 
my  patient  relates  to  me.  I will  not  permit  consid- 
erations of  race,  religion,  nationality,  or  social  stand- 
ing to  come  between  me  and  my  duty  to  anyone  in 
need  of  my  services.  Compensation  for  my  services 
will  be  fair  and  tempered  by  individual  needs. 

This  pledge  I make  freely  and  upon  my  honor. 
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comm  TULA  TIONS 

TO  THE 

CLASS  OF  1977 

UNIVERSITY  OF  SOUTH  DAKOTA 
SCHOOL  OF  MEDICINE 


*7&e  SoutA,  'Dakota  7t%aCoyic<zC  Society  extends 
cinceie  fleet  uUeflee  to  eacA  o£  tAe  39  ynculuatwty 
‘Doctor  o£  Tttedicine  cutd  coceflee  eacA  a moot 
eucceee^ut  and  meMi#tyfiuC  casiee/i  i*t  Mtedicivte. 
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SOUTH  DAKOTA 


MECO  (MEDICAL  EDUCATION  AND  COMMUNITY 
ORIENTATION)  EXPERIENCE  IN  GREGORY,  SD 


by 

Dean  Spartz* 


In  April  of  this  year  I was  in  a continuous  state  of 
depression.  Through  the  quirk  of  a lottery  I had 
chosen  Gregory,  South  Dakota  for  my  MECO  proj- 
ect during  the  summer.  Certain  that  I had  no  desire 
to  spend  my  summer  in  a small  west  river  town,  my 
depression  lasted  through  May  but  by  the  first  of 
June  it  had  vanished.  The  event  that  changed  this 
was  my  arrival  at  Gregory  General  Hospital. 

I arrived  in  Gregory  at  10  p.m.  and  went  to  the 
hospital  for  a little  information.  The  nursing  staff 
had  no  idea  I was  coming,  the  doctor  was  out  of 
town,  and  I was  somewhat  bewildered.  I was  certain 
this  would  be  my  worst  day  right  away  and  the  re- 
mainder of  the  summer  could  only  be  up-hill.  Thank 
God  I was  right. 

The  following  week  may  rate  as  one  of  the  most 
eye-opening  weeks  of  my  medical  career.  The  town 
of  Gregory  had  two  doctors  in  partnership;  one  be- 
ing my  sponsor.  The  partnership  dissolved  the  day 
after  I arrived  much  to  the  surprise  of  my  sponsor, 
and  of  course,  this  created  numerous  problems. 

Dr.  Nemer,  my  sponsor,  is  a strong  believer  in 
starting  at  the  beginning  and  getting  a solid  base. 
That  means  doing  histories  and  physicals  until  they 
come  out  of  your  ears.  Don’t  get  me  wrong,  some 
histories  and  physicals  were  interesting,  but  before 
the  summer  was  over  I had  managed  to  doze  dur- 
ing several  of  those  “oh  so  stimulating”  histories. 
Dr.  Nemer’s  philosophy  is  much  like  throwing  a 
baby  into  the  water.  If  he  can’t  swim,  he  dies;  but  if 
he  learns  to  swim,  he  lives.  That  is  what  he  did  to 
me.  He  said,  “do  it”  and  so  I did  it,  I think.  Believe 
it  or  not  I came  to  appreciate  my  class  in  interview- 
ing skills  very  much. 

Initially  I could  get  someone’s  entire  medical  his- 
tory in  25  words  that  said  nothing.  As  the  sum- 
mer progressed,  I believe  I improved.  At  times  I 
felt  I had  done  well  and  other  times  I felt  a definite 
lacking.  My  biggest  problem  was  ignoring  my  own 
feelings  and  moods  on  any  particular  day.  The  solu- 


*Fourth Year  Student,  USD  School  of  Medicine. 


tion  to  that  problem  was  not  to  bring  my  life  to 
work — leave  it  at  home.  It  was  a difficult  idea  to 
implement  but  definitely  seemed  to  be  the  best  ap- 
proach. Giving  a physical  presented  an  entirely  dif- 
ferent problem.  I was  more  embarrassed  than  the 
patients  most  of  the  time.  Mrs.  X,  my  first  breast 
exam,  spent  the  entire  time  counting  the  drops  of 
sweat  on  my  forehead.  Mrs.  Y was  given  a com- 
plete pelvic  exam  and  Pap  smear  before  she  both- 
ered to  tell  me  she  had  a hysterectomy  40  years  ago. 
I found  learning  how  to  give  a physical  quite  diffi- 
cult. Live  humans  don't  look  at  all  like  a dissected 
cadaver  or  drawings  in  a book.  It  took  weeks  be- 
fore I felt  comfortable  calling  something  “normal.” 

Dr.  Nemer  felt  the  history  and  physical  was  the 
most  important  but  I felt  almost  anything  else  was 
more  interesting.  The  nursing  staff  of  Gregory  Gen- 
eral were  very  accustomed  to  medical  students  as 
Dr.  Nemer  has  had  students  from  USD  and 
Creighton  working  in  the  hospital  for  several  years. 
The  staff  helped  me  willingly  in  any  way  they  could. 
I began  with  the  basics  such  as  shots  and  enemas, 
but  as  the  summer  progressed  I learned  how  to  insert 
a catheter  and  do  a pelvic  exam.  Dr.  Nemer  spent 
most  of  his  time  at  the  clinic  while  I spent  my 
time  at  the  hospital.  I’m  sure  the  nurses  were  sick 
and  tired  of  my  continuous  barrage  of  inconsequen- 
tial questions,  but  they  carried  their  heads  high 
and  refused  to  blow  their  cool.  Before  arriving  at 
Gregory  I had  little  understanding  of  a nurse’s  po- 
sition and  talent,  however,  before  long  I was  most 
impressed  with  the  nurses’  knowledge,  competence 
and  common  sense.  Granted  there  was  a lot  they 
didn’t  know,  but  there  was  also  a great  deal  they 
did  know. 

I was  on  call  at  night;  my  favorite  time  of  the 
day.  Admittances  in  the  emergency  room  varied  all 
the  way  from  myocardial  infarcts  to  anaphylactic 
shock  to  a lady  who  wanted  to  have  her  monthly 
check-up  since  she  was  in  town.  Most  of  the  time 
I wasn’t  quite  sure  of  what  was  really  going  on, 
but  I usually  found  the  cases  interesting  and  exciting. 
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There  were  good  times  in  the  emergency  room 
such  as  the  time  I had  a cast  put  on  my  left  arm  so 
I could  experience  what  a patient  feels,  and  the  time 
I spent  an  hour  practicing  suturing  on  a sectioned 
orange. 

One  of  my  biggest  problems  was  the  continuous 
use  of  abbreviations  by  everyone.  I couldn’t  read 
charts,  understand  the  doctor’s  orders  or  keep  up 
in  a conversation.  Even  after  I learned  what  an 
abbreviation  meant  I still  wasn’t  sure  what  the  test 
was  for.  The  lab  techs  came  to  my  rescue.  I know 
I asked  what  gram  positive  and  an  elevated  SED 
rate  meant  at  least  five  times  each.  They  always 
told  me  the  answer  but  of  course  that  didn’t  mean 
I understood  what  it  realiy  meant. 

That  brings  me  to  my  biggest  disappointment  of 
the  summer;  my  real  lack  of  knowledge  of  the 
causes  for  patients’  problems  and  why  the  doctor 
ordered  the  drugs  he  did.  I had  not  had  pathology 
or  pharmacology  yet  and  therefore  felt  left  out  in 
the  cold  many  a time.  The  doctor  and  nurses  oc- 
casionally tried  to  help  but  all  too  often  they  started 
over  my  head. 

I believe  that  I did  accomplish  my  overall  goal 
while  at  Gregory;  to  find  out  if  I could  take  living 
and  working  in  a small  South  Dakota  town. 

Much  to  my  pleasant  surprise  I found  that  I 
could  and  actually  enjoyed  it  very  much.  There  was 
another  fact  I learned  though,  and  that  was  if  some- 
one practices  by  himself,  he  must  give  up  a tremen- 
dous amount  of  his  freedom.  His  life  is  everyone 
elses  to  use.  To  work  in  a place  like  Gergory  a doc- 
tor has  to  know  his  medicine  inside  and  out,  be  very 
confident  with  his  knowledge  and  tremendously 
dedicated  to  his  patients  if  he  is  going  to  be  success- 
ful. Obviously  I believe  Dr.  Nemer  is  all  three  of 
these.  I think  I want  to  practice  in  a small  town; 
now  I just  have  to  see  if  1 can  measure  up  to  what 
is  required. 
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SOUTH  DAKOTA 


President’s  Page 


This  issue  is  a very  special  issue,  devoted  in  its  entirety  to  the  first  four-year  graduating  class  of  the 
U.  S.  D.  School  of  Medicine. 

It  is  an  honor  and  a privilege  to  have  been,  and  I hope  to  continue  to  be  a part,  small  as  it  may  be,  in 
the  initiation  and  consumation  of  this  class.  Granted,  the  school  has  had  its  growing  pains,  but  one  can 
expect  this  in  any  endeavor  with  the  magnitude  of  this  one. 

One  must  give  credit  where  credit  is  due  to  the  old  guard,  too  numerous  to  mention,  for  their  dedication 
to  this  time  consuming  task.  Also,  congratulations  to  the  new  guard  for  their  efforts  and  the  difficult  task 
ahead,  to  ensure  the  efficient  and  productive  continuing  function  of  the  school.  However,  I must  rec- 
ognize one  individual — Dr.  Karl  Wegner — for  his  unselfish  and  dedicated  efforts,  past,  present,  and  future. 

The  expanded  and  enlarged  school  and  faculty  has  increased  the  medical  horizons  for  all  of  us,  as  well 
as  the  state  as  a whole.  We  look  forward  to  the  fruition  of  these  efforts  in  more  physicians  for  our  State,  as 
well  as  a more  equal  distribution  sometime  in  the  foreseeable  future. 

If  I sound  optimistic  for  the  immediate  and  distant  future,  I am,  and  I see  no  reason  not  to  be. 

It  is  a privilege  and  an  honor  to  congratulate  the  first  class  of  graduates.  My  sincere  hope  is  that  it  will 
be  the  first  of  many  more  to  come  in  the  future. 


Fraternally, 

F.  D.  Leigh,  M.D.,  President 

South  Dakota  State  Medical  Association 
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Think  you  know  all  about 
asthma? 

Then  you  should  know  all  about  TEDRAL. 

It  provides  — 

□ rapid  symptomatic  relief,  as  well  as  prophylaxis 

□ (3- ADRENERGIC  ACTION  THAT  RELAXES  BRONCHIAL 
SMOOTH  MUSCLE 

□ a-ADRENERGIC  ACTION  THAT  REDUCES  BRONCHIAL 
EDEMA  AND  SECRETIONS 

□ synergistic  action  of  ephedrine  and  theophylline  for  effective 
and  prolonged  bronchodilation 

□ dosage  forms  to  meet  individual  patient  needs 


For  asthma  management... 


Each  tablet  contains  1 30  mg  Each  tablet  contains  1 80  mg  anhydrous  theophylline  Each  5 ml  teaspoonful  contains  32.5  mg 

theophylline,  24  mg  ephedrine  (90  mg  in  the  immediate  release  layer  and  90  mg  in  theophylline,  6 mg  ephedrine  HCI,  and  2 mg 

hydrochloride,  and  8 mg  the  sustained  release  layer);  48  mg  ephedrine  phenobarbital;  the  alcohol  content  is  1 5%. 

phenobarbital.  hydrochloride  (1 6 mg  in  the  immediate  release  layer 

and  32  mg  in  the  sustained  release  layer);  and  25  mg 
phenobarbital  in  the  immediate  release  layer, 

SUSTAINED  ACTION 


/T\  WARNER/CHILCOTT 

wc  Div  sion,  Warner-Lambert  Company 
V j J Morris  Plains,  New  Jersey  07950 


T-GP-74-B/W 


ATTITUDES  AND  CONCERNS 
OF  MEDICAL  STUDENTS 


by 

Lois  Larson  Adrian* 


Medical  school  is  perceived  by  many  medical  stu- 
dents as  a stressful  and  demanding  time  both  intel- 
lectually and  psychologically.  There  is  much  in  the 
literature  to  document  medical  students’  feelings  of 
unhappiness,  stress  induced  anxiety,  and  dissatisfac- 
tion with  medical  education.14  The  concerns  and 
stresses  are  of  course  important  to  the  students 
themselves  but  also  to  medical  educators  since 
the  stresses  can  be  reflected  in  the  students’  educa- 
tional achievements  and  in  their  attitudes  toward 
medicine  and  patients. 

What  does  concern  medical  students  and  how  do 
these  concerns  affect  their  attitudes?  If  medical  edu- 
cation adversely  affects  students’  attitudes  and  con- 
tributes to  undue  stress,  can  special  programs  modi- 
fy these  factors? 

The  questions  of  whether  medical  students’  atti- 
tudes change  during  medical  school  and  whether 
special  training  programs  are  effective  in  modifying 
the  changes  are  discussed  in  a study  by  Eron5  who 
suggests  that  medical  students  tend  to  increase  in 
cynicism  and  decrease  in  humanitarianism  during 
medical  school.  Reinhart  and  Gray'5  have  shown  that 
these  changes  are  partly  situational  in  nature  being 
dependent  on  the  medical  school  environment  and 
not  due  to  medicine  itself  as  they  are  more  reversi- 
ble upon  entering  “high  interaction”  specialties  than 
“low  interaction”  specialties. 

What  in  medical  school  fosters  cynicism?  Many 
blame  the  medical  school  for  producing  such  strong 
feelings  of  inferiority  in  medical  students  that  they 
defend  themselves  by  becoming  cynical.  This  may 
well  be  true  although  a liberalized  curriculum  (de- 
emphasis of  grades  and  competition,  earlier  contact 
with  patients  and  clinical  activities,  and  student  par- 
ticipation in  course  planning)  does  not  block  the  in- 
crease in  cynicism  but  does  block  the  decrease  in 
humanitarianism.7 
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What  specifically  do  medical  students  see  as  their 
deepest  concerns?  A recent  study  compiled  from  a 
survey  given  to  University  of  Colorado  medical  stu- 
dents8 showed  that  chief  among  student  concerns 
was  a lack  of  personal  freedom,  excessive  academic 
pressures,  and  feelings  of  dehumanism.  Specifically, 
the  following  concerns  were  ranked  highest  by  stu- 
dents at  Colorado  Medical  School: 

Percentage  of  students 
regarding  this  as  a major 
Questionnaire  Item  problem  or  concern 


Lack  of  time  for  recreation  72 

Lack  of  time  for  family  or  intimate  friends  62 
Feeling  unable  to  learn  everything  61 

Lack  of  time  for  socializing  55 

Preparing  for  and  taking  exams  51 

Fear  of  making  a mistake  48 

Feeling  dehumanized  47 


Twenty  years  ago  the  stresses  of  medical  students 
were  attributed  to  individual  weaknesses  and  the 
inability  to  cope  with  the  intensity  of  medical  train- 
ing. Today  medical  educators  and  students  are  at- 
tributing them  to  conflicts  in  the  system  in  which 
students  learn.  The  stresses  are  not  considered 
necessarily  essential  or  inherent.  Efforts  have  been 
made  to  alleviate  these  stresses,  prevent  the  devel- 
opment of  undesirable  attitudes  which  may  be  sec- 
ondary to  these  stresses,  and  to  encourage  more 
positive  attitudes  in  medical  students.  This  latter  ob- 
jective is  more  easily  accomplished  if  the  attitudes 
are  found  in  the  group  which  constitutes  the  eventual 
framework  of  reference  for  the  students — the  in- 
terns. 

Some  schools  have  tried  to  modify  medical  stu- 
dents’ attitudes  through  short-term  comprehensive 
care  programs  especially  designed  to  foster  attitudes 
of  care  for  the  entire  patient  in  the  medical  student. 
These  fail.  As  long  as  the  peer  group  and  the  faculty 


APRIL  1977 


17 


hold  and  reward  certain  attitudes,  ie  preference 
for  treating  patients  with  organic  problems,  special 
programs  designed  to  change  attitudes,  ie  concern 
for  the  psycho-social  aspects  of  patient  care,  have 
little  chance  for  success.7 

If  faculty  members  and  housestaff  were  selected 
on  the  basis  of  their  humanistic  attitudes  and  aca- 
demic qualifications  they  would  provide  appropriate 
role  models  for  the  students.  This  would  bring 
dramatic  changes  in  the  medical  school  environ- 
ment and  ultimately  in  the  delivery  of  health  care. 
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Pop’s  Proverbs 

Don’t  squeeze  the  “goose  of  the  Golden  egg”  too 
hard,  for  you  might  come  up  with  only  a handful 
of  “feathers.” 


Choice  Space 
Available 

KOENIG 

PROFESSIONAL 

BUILDING 

1320  South  Minnesota 
Sioux  Falls,  South  Dakota 

• Several  Spaces  Available 

• Excellent  Location 

• Good  Parking 

• Competitive  Rent 

• Utilities  Included 

• Custodial  Services 

Call  Ray  Ordinachev 
Bob  Schmidt 
John  Timmer 

Phone  605-336-0350 


Mh. 

jgifoHN  regional  medical  center 

J^FFourth  and  Iowa  Southeast  — Huron,  South  Dakota  57350 


ST.  JOHN  REGIONAL  MEDICAL  CENTER 
is  a 150  bed  regional  hospital  and  medical  center 
serving  central  South  Dakota  with  an  ever  in- 
creasing range  of  medical  services. 

Accredited  by  the  Joint  Commission  on  Accredi- 
tation of  Hospitals,  the  American  Hospital  Asso- 
ciation, and  the  Catholic  Hospital  Association. 

A Health  Care  Facility  operated 
by  Franciscan  Sisters  of  Chicago. 
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RURAL  FAMILY  MEDICAL  CLERKSHIP 


by 

John  Rinke* 


During  this,  my  senior  year,  I spent  six  weeks  in 
Pierre  with  the  Medical  Associates  Clinic  on  a rural 
family  medicine  elective.  The  six  week  experience 
was  divided  into  three  two-week  blocks  and  each  of 
these  was  supervised  by  a different  family  practi- 
tioner. 

A usual  work  day  would  begin  between  7:30  and 
8:30  a.m.  with  hospital  rounds.  There  were  ordi- 
narily 10  to  15  hospital  patients  to  be  seen  twice 
daily.  As  a student  I was  expected  to  write  the 
progress  notes  and  orders  on  all  of  the  patients  I 
had  worked  up  and  also  on  any  interesting  patients 
admitted  through  the  emergency  room  while  I was 
on  call.  Often  this  meant  that  I would  be  following 
several  patients  in  addition  to  those  on  my  instruc- 
tor’s service.  Though  admittedly  it  was  at  times  diffi- 
cult to  keep  track  of  every  patient  I attempted  to 
follow,  having  too  many  patients  is  far  better  for 
learning  purposes  than  having  too  few  and  I am 
glad  I was  kept  so  busy. 

Two  or  more  mornings  each  week  my  preceptor 
or  one  of  the  other  physicians  would  have  a case  on 
the  surgery  schedule  for  which  I would  be  encour- 
aged to  scrub.  I would  scrub  on  all  my  preceptor’s 
surgical  cases  but  only  on  the  more  interesting  cases 
of  the  other  six  physicians.  In  the  operating  room 
I would  often  be  allowed  to  first  assist  the  surgeon 
and  always  did  at  least  as  much  as  I was  allowed  to 
do  on  my  formal  surgery  clerkship  in  my  junior 
year.  Never  did  I feel  that  I was  being  deprived  of 
experience  in  the  operating  room.  The  physicians 
were  surprisingly  liberal  in  what  they  would  allow 
me  to  do  and  the  variety  and  quality  of  cases  were 
excellent. 

Following  rounds  and  surgery,  my  instructor  and 
I would  begin  seeing  patients  in  the  clinic.  Often 
he  and  I would  see  the  patient  together  but  more 
frequently  he  would  pick  the  more  interesting  pa- 
tients for  me  to  see  alone  first,  and  then  with  him 
after  I had  an  opportunity  to  take  the  patient’s  his- 
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tory  and  do  an  abbreviated  physical  exam.  When 
the  attending  returned  to  see  the  patient  the  ques- 
tioning which  followed  might  sound  like  this: 

“Did  you  find  anything?  Oh!  Let  me  listen  to 
it!  What  do  you  think  could  be  causing  it?  What  else 
should  we  be  concerned  about  here?  What  do  you 
want  to  do  about  it?” 

I ate  lunch  with  the  physicians  in  the  clinic  coffee 
room  every  weekday.  The  lunch  time  conversa- 
tion might  cover  anything  from  the  swine  flu  to  to- 
morrow’s goose  hunt.  Twice  weekly  I was  expected 
to  provide  a detailed  noontime  presentation  and  dis- 
cussion of  one  of  the  patients  I had  been  following. 
The  presentations  were  followed  by  an  opportunity 
for  the  physicians  to  ask  me  questions  pertinent  to 
the  patient  presented  or  his  problem  and  generally 
they  were  able  to  add  to  my  fund  of  knowledge 
about  the  particular  disease  process,  often  relating 
things  that  they  had  learned  through  experience, 
things  which  would  be  difficult  to  find  in  any  text 
book. 

When  I had  no  other  commitments  I spent  the 
day  seeing  patients  in  the  clinic,  five  days  per  week 
including  two  half  days.  Often  though  there  were 
things  which  took  me  away  from  the  clinic  during 
office  hours.  I spent  a half  day  with  the  chief  tech- 
nician at  the  State  Laboratory  learning  about  the 
services  it  provides  and  watching  the  personnel  as 
they  ran  many  of  the  laboratory  tests  they  do 
routinely.  I attended  a cardiology  clinic  provided 
by  two  cardiologists  from  the  University  of  Minne- 
sota. I spent  several  hours  at  the  River  Park  alcoho- 
lic treatment  center  seeing  patients  and  learning 
about  its  program.  Frequently  I would  have  to  leave 
the  clinic  to  see  a patient  on  the  floor  or  in  the 
emergency  room,  to  do  an  inpatient  workup,  or 
to  scrub  for  a delivery.  There  always  seemed  to  be 
something  for  me  to  do  or  something  for  me  to 
learn  in  the  hospital,  so  much  less  than  half  of  my 
work  day  was  spent  at  the  clinic. 

The  obstetrical  service  was  very  busy  and  very 
good  with  five  physicians  practicing  obstetrics.  There 
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were  more  than  50  deliveries  for  the  clinic  phy- 
sicians during  my  six  weeks  in  Pierre  and  I was 
present  for  virtually  every  one.  During  the  formal 
12  week  obstetric-gynecology  rotation  of  my  junior 
year  I saw  about  30  deliveries,  a number  which  I 
believe  is  about  average  in  most  U.S.  medical 
schools.  This  is  one  of  the  distinct  advantages  of 
being  able  to  take  an  elective  in  a rural  setting. 
Nobody  was  competing  with  me  to  scrub  on  de- 
liveries. I was  the  only  medical  student  in  town. 

According  to  the  guidelines  of  the  medical  school 
I was  expected  to  be  on  call  on  Tuesdays,  Thurs- 
days and  Saturdays.  But  there  were  always  so  many 
interesting  if  not  exciting  things  happening  in  the 
hospital  and  so  many  excellent  opportunities  for 
learning  that  I hated  to  miss  any  of  it  and  ended 
up  pulling  call  five  or  six  nights  per  week.  This 
apparently  burdensome  call  schedule  was  admittedly 
much  more  tolerable  for  me  than  one  might  expect 
because  I was  a stranger  in  town  and  there  were 
few  things  to  distract  me  from  my  role  as  a student. 
The  physicians  and  I had  a mutual  agreement  that 
if  my  sleep  ever  were  to  suffer  as  a result  of  being 
on  call,  or  if  I ever  wanted  a night  off,  I could 
tell  the  hospital  to  call  the  physician  on  call  instead 
of  me.  So  call  never  really  seemed  to  be  a burden. 
With  such  a flexible  arrangement  it  was  easy  to  al- 
most convince  myself  that  the  only  reason  I was  on 
call  was  because  I wanted  to  be. 

The  emergency  room  itself  was  often  busy  enough 
to  make  it  seem  like  a wasted  effort  even  trying 
to  go  home  before  midnight.  When  the  emergency 
room  was  not  busy  I could  usually  count  on  ob- 
stetrics having  a woman  in  labor  or  one  of  the  other 
floors  asking  me  to  look  in  on  a patient  who  seemed 
to  have  taken  a turn  for  the  worse  since  evening 
rounds.  Fortunately,  the  emergency  room  was  us- 
ually pretty  quiet  after  midnight. 

The  emergency  room  provided  me  with  more 
responsibility  and  allowed  me  to  make  more  de- 
cisions and  encouraged  me  to  test  my  own  judg- 
ment more  than  ever  before.  The  emergency  room 
nurse  called  the  physician  on  call  only  for  patients 
who  required  immediate  and  truly  emergency  type 
care.  All  others  were  evaluated  by  me  first  and  then 
I called  the  physician  to  describe  what  I’d  found  and 
what  I planned  to  do  for  the  patient. 

The  Medical  Associates  Clinic  is  unique  in  many 
ways  but  certainly  one  of  the  things  that  allows  its 
physicians  to  provide  such  an  excellent  learning 
environment  for  medical  students  is  the  fact  that 
they  employ  two  physician  assistants.  This  is  a real 
boon  to  Pierre  as  a teaching  community  because 
having  accepted  the  physician  assistants,  the  com- 
munity finds  itself  very  willing  to  accept  senior 


medical  students.  The  physician  assistants  do  many 
of  the  things  a senior  medical  student  is  able  to  do 
such  as  seeing  clinic  patients,  doing  workups,  writing 
orders,  sewing  up  lacerations  and  assisting  in  surgery 
and  in  the  delivery  room.  The  physicians  rapidly 
adjusted  to  giving  me  responsibility.  The  nurses 
willingly  carried  out  my  written  orders  and  informal 
suggestions  and  when  a problem  arose  they  fre- 
quently called  me  instead  of  the  attending  hoping 
to  avoid  calling  him  at  home.  The  community  ac- 
cepted me,  made  me  feel  extremely  welcome,  made 
me  feel  that  I had  something  to  contribute.  I was 
very  happy,  very  comfortable  in  Pierre  and  I hated 
to  leave  when  the  clerkship  came  to  an  end.  It  will 
be  remembered  as  one  of  the  most  productive  and 
rewarding  of  my  experiences  as  a student. 


Pop’s  Proverbs 

Treat  the  patient,  not  the  disease. 


BE  THE  DOCTOR 
YOU  WANT  TO  BE. 


Today,  Navy  Medicine  gives  you  the  opportunity  to  be  the 
doctor  you  want  to  be.  We  offer  a challenging  practice  with 
a minimum  of  administrative  overhead.  Plus  excellent  facil- 
ities and  support  personnel. 

In  addition,  a Navy  practice  gives  you  time  to  spend  with 
your  family.  Associate  with  other  highly  motivated  phy- 
sicians. Further  your  schooling.  Even  enjoy  30  days'  paid 
vacation  every  year. 

All  this,  plus  a starting  salary  of  $30,000  or  more  a year, 
depending  on  your  experience. 

For  more  information,  contact: 

Jack  Knobiock-Medical  Programs 
6910  Pacific  St.  #400 
Omaha,  Ne.  68106 
(402)  221-9386  collect 
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THE  THIRD  YEAR  AT  USD 
SCHOOL  OF  MEDICINE 


by 

Barton  Adrian* 


The  University  of  South  Dakota  School  of 
Medicine  is  a community  based  medical  school  with 
one  of  its  objectives  being  to  train  medical  students 
with  an  orientation  toward  primary  care.  The  cur- 
riculum of  our  third  year  included  scheduled  clinical 
rotations  in  Medicine,  Surgery,  Pediatrics,  Psy- 
chiatry and  Obstetrics-Gynecology.  Medical  students 
also  spent  time  throughout  the  year  in  a Family 
Practice  Clinic  seeing  ambulatory  patients.  Ideally, 
we  provided  longitudinal  medical  care  for  whole 
families. 

Recently  medical  schools  have  accepted  the  idea 
of  using  community  hospitals  as  teaching  hospitals. 
Because  this  idea  is  now  accepted,  the  South  Dakota 
Medical  School  could  be  started  without  a Univer- 
sity Hospital.  There  is  no  better  way  to  “indoctri- 
nate” medical  students  with  the  positive  aspects  of 
primary  care  than  to  have  them  go  to  medical 
school  in  a community  hospital. 

Personally,  as  the  third  year  progressed,  I won- 
dered where  the  practice  of  medicine  as  I was  seeing 
it  would  fall  on  the  spectrum  of  medical  care  across 
the  country.  I elected  to  take  part  of  my  fourth 
year  at  two  University  Medical  Centers.  My  un- 
easiness over  being  in  the  first  graduating  class  dis- 
appeared when  I found  that  my  background  in 
medicine  was  very  comparable  to  that  of  the  fourth 
year  students  from  other  medical  schools.  It  also 
became  quickly  apparent  that  South  Dakota  has 
quality  medicine  to  offer  on  a more  personal  basis 
than  a large  medical  center. 

This  is  important  for  medical  students  to  realize 
because  of  its  relation  to  the  maldistribution  of  phy- 
sicians. Recent  medical  graduates  do  not  stay  in 
large  cities  and  practice  sub-specialty  medicine  sole- 
ly because  they  train  there.  One  additional  reason 
they  shun  general  practices  and  more  rural  areas  is 
because  of  a discriminatory  attitude  toward  the 
“inferiority”  of  generalists  and  non-academicians 
which  pervades  university  medical  programs. 
Students  exposed  to  medicine  in  South  Dakota  com- 
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munities  hopefully  will  remain  immune  to  the  above 
mentioned  prejudices  and  feel  that  it  is  intellectually 
responsible  to  practice  in  rural  states. 

All  young  graduates  of  training  programs  suffer 
from  an  uneasiness  about  the  limits  of  their  knowl- 
edge. (1)  This  feeling,  born  in  inexperience,  tends 
to  direct  one  away  from  a broad  based  practice.  A 
person  trained  in  a large  medical  center  soon  as- 
sumes that  he  cannot  practice  medicine  without  the 
consultation  services  of  a gastroenterologist,  an  en- 
docrinologist, a hematologist,  etc.  These  specialists 
are  needed  in  medicine  but  not  in  every  community. 

Putnam  et.  al.  (1)  described  a model  rural  health 
center  for  teaching  primary  care.  A medical  student 
functioned  as  a nurse  practitioner  for  two  months 
becoming  competent  in  treating  a variety  of  com- 
mon problems.  They  found  that  this  experience 
brought  about  a feeling  of  competence  which  in  turn 
made  the  student  feel  more  at  ease  about  the  broad 
based  knowledge  necessary  for  family  practice. 

Robert  L.  Evans,  Dean  of  the  University  of 
Illinois  Rockford  School  of  Medicine  (the  proto- 
type of  the  USD  School  of  Medicine),  says  that 
they  have  found  that  in  a family  practice  center  it 
takes  a teacher  twice  as  long  to  teach  medical 
students  who  are  seeing  patients  as  to  provide  the 
medical  care  himself.  (2) 

This  has  been  a failing  point  of  most  of  the 
clinical  rotations  at  USD.  Most  clinicians  have  both 
the  personality  and  knowledge  of  medicine  to  be 
good  instructors  but  for  lack  of  time  and  a teaching 
model,  the  instructor-student  relationship  becomes 
one  of  student  watching  the  instructor  practice  medi- 
cine. When  this  happens,  the  instructor  assumes  that 
the  student  understands  all  the  basics,  when  in 
reality,  he  does  not.  The  student  needs  to  be  asked 
why  things  are  being  done.  You  never  learn  more 
quickly  than  when  you  have  to  defend  your  reasons 
for  an  order  or  a diagnosis. 

The  USD  medical  student  is  unfortunate  in  that 
there  is  not  a full  complement  of  house  staff  to 
teach  all  day.  This  disadvantage  is  offset  somewhat 
by  the  close  faculty-student  relationship.  This  re- 
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lationship  is  never  appreciated  more  than  when  you 
need  to  ask  for  a letter  of  recommendation. 

Rezler  (3)  reviewed  the  literature  with  regard  to 
the  changes  of  attitudes  that  take  place  during  medi- 
cal school.  Various  medical  schools  have  attempted 
to  change  the  attitudes  of  medical  students  by  giving 
them  special  curriculum  to  orient  them  to  treat  pa- 
tients with  social  and  emotional  problems.  Medical 
students  picked  up  the  attitudes;  however,  upon  re- 
turning to  regular  medical  school  curriculum,  their 
training  was  short  lived.  These  attitudes  are  ex- 
plored further  in  another  article  in  this  issue  (At- 
titudes and  Concerns  of  Medical  Students). 

It  is  Dr.  Rezler’s  opinion  that  self-selecion  takes 
place  for  family  medicine.  The  personality  qualities 
that  served  as  selective  forces  were  that  medical 
students  who  were  less  authoritarian  and  less  dog- 
matic went  into  family  practice.  The  logical  con- 
clusion is  that  you  cannot  change  medical  students’ 
attitudes  without  changing  the  total  medical  educa- 
tion environment.  Therefore,  if  attitudes  are  resis- 
tant to  change  and  you  want  your  medical  school 
to  supply  family  practitioners,  then  people  with  the 
appropriate  attitude  must  be  selected  before  medical 
school. 

In  South  Dakota,  this  means  that  one  afternoon 
every  three  weeks  in  a family  practice  office  will 
not  inspire  a whole  class  of  students  to  enter  family 
practice.  For  this  to  take  place,  drastic  changes  in 
medical  school  curriculum  would  have  to  take  place 
first  or  people  with  a “family  practice  personality” 
(whatever  it  may  be)  need  to  be  given  preference 
in  admission  to  medical  school.  In  South  Dakota, 
where  almost  all  the  qualified  state  residents  are 
accepted  this  would  necessitate  accepting  non- 
residents into  the  medical  school. 

Summary: 

From  the  patient’s  point  of  view,  he  can  expect 
medical  care  comparable  to  that  of  large  medical 
centers.  From  the  medical  students’  point  of  view, 
the  teaching  is  often  better  in  the  centers  because 
one  of  their  primary  goals  is  education  of  medical 
personnel. 

The  practicing  physicians  in  South  Dakota  with 
clinical  appointments  need  some  education  on  how 
to  teach,  time  to  get  used  to  teaching  medical 
students  and  need  to  realize  that  it  takes  time  to 
teach  i.e.  they  cannot  see  the  same  number  of 
patients  in  the  same  amount  of  time  if  they  are 
teaching  medical  students  during  that  time  period. 
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COMMEMORATIVE  PAPERWEIGHT 

A commemorative  paperweight  is  being 
forged  in  remembrance  of  the  USD  School  of 
Medicine’s  charter  graduation  class. 

The  marble  piece  is  being  produced  under 
the  direction  of  the  school's  charter  graduation 
committee.  A paperweight  will  be  presented  to 
each  of  the  39  graduates. 

They  also  will  be  available  for  sale  to  the 
public  at  a cost  of  $5  each.  They  may  be  pur- 
chased during  graduation  weekend  or  may  be 
ordered  by  writing  the  South  Dakota  Medical 
School  Alumni  Association,  608  West  Ave. 
North,  Sioux  Falls,  South  Dakota,  57104. 


ANNUAL  AND  BIANNUAL  LEASING  OF  ALL  MAKES  OF  AUTOMOBILES 

LEASING  IS  NOT  FOR  EVERYONE,  BUT  MEDICAL 
PEOPLE  ARE  OUR  SPECIALTY.  ALL  MAKES  OF 
AUTOS,  TRUCKS,  4 WHEELERS.  VARIOUS  PLANS 
TO  FIT  YOUR  NEEDS  OR  THE  PROFESSIONAL 
GROUPS  WITH  WHOM  YOU  ARE  ASSOCIATED. 
REFERENCES  ARE  GLADLY  FURNISHED  AND  WE 
WILL  WORK  WITH  YOUR  ACCOUNTANTS. 

3401  WEST  41st  STREET 
SIOUX  FALLS,  SOUTH  DAKOTA  57105 

PHONE  336-3818 

C.  H.  “Chuck”  Point,  Mgr.  Home  phone  336-3168 
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The  Presentation  Sisters  and  staff  of  St.  Luke's  Hospital, 
Aberdeen,  South  Dakota,  offer  congratulations  to  the 
graduates  of  the  South  Dakota  School  of  Medicine. 


CONGRATULATIONS  TO  THE  FIRST  GRADUATING  CLASS 
OF  THE  UNIVERSITY  OF  SOUTH  DAKOTA  MEDICAL  SCHOOL 

from 

STAFF  AND  MEMBERS  OF  BARTRON  CLINIC 

320  7th  Ave.  S.E. 

Watertown,  South  Dakota  57201 

MEMBER  OF  AMERICAN  GROUP  PRACTICE  ASSN 

G.  R.  Bartron,  M.D. 

General  and  Traumatic  Surgery 

D.  F.  Piro,  M.D. 

General,  Vascular,  Thoracic  Surgery 

C.  J.  Clark,  M.D. 

Internal  Medicine,  Diagnosis,  Cardiology 

D.  R.  Anderson,  M.D. 

Internal  Medicine,  Diagnosis,  Cardiology 

S.  W.  Allen,  Jr.,  M.D. 

Family  Practice  and  Obstetrics 

C.  R.  Stoltz,  M.D. 

Obstetrics,  Gynecology  & Women's  Diseases 

E.  H.  Heinrichs,  M.D. 

Pediatrics,  Infants,  Children  & Adolescents 

J.  C.  Michieli,  M.D. 

Pediatrics,  Infants,  Children  & Adolescents 
ASSOCIATE  STAFF 

B.  J.  Desai,  M.D. 

Radiologist 

R.  J.  Meyers,  M.D. 

Radiologist 

CONSULTING  PATHOLOGISTS 

A.  R.  Heupel,  M.D. 

Clinical  & Anatomic  Pathology 

J.  A.  Rud,  M.D. 

Clinical  & Anatomic  Pathology 

ALLIED  HEALTH  PERSONNEL  & ADMINISTRATIVE 

R.  Hutt,  RT 

Orville  Quinn,  Administrator 

L.  Cole,  RT 

(Member  of  Medical  Group  Mgmt  Assn) 

R.  Norfolk,  MT  (ASCP) 

BS  L.  McManus,  RN 

B.  Helland,  LA 

E.  Frentz,  RN 

S.  Brink,  RN,  PA 

B.  Craig,  RN 

R.  Stupey,  RT,  RO,  PA 

G.  David,  MA 

B.  Hanthorn,  RN,  PA 

B.  langenfeld,  LPN 

M.  Anderson,  RRL 

M.  Rami,  LPN 

Other  Administrative, 

Clerical  and  Maintenance  Staff 

CLARK  MEDICAL  CENTER  (A  Detached  Facility) 

Clark,  S.  Dak. 

B.  Langenfeld,  RN,  PA 

S.  Heig 

S.  Hess 

A.  Helkenen 

BEST  WISHES 

to  the 

1977  GRADUATES 

of  the 

USD  SCHOOL  OF  MEDICINE 


The  Mobridge  Community  Hospital , Mobridge,  South  Dakota , 
extends  its  congratulations  to  the  first  graduating  class  from 
the  four  year  School  of  Medicine  and  recognizes  the  School  of 
Medicine  at  this  momentous  time  in  its  history. 
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WHY  PRACTICE  IN  SOUTH  DAKOTA? 


by 

Tom  Hubert- 


Being  a South  Dakota  native,  I would  hope  the 
answer  to  the  above  question  is  obvious.  Once  a 
South  Dakotan,  always  a South  Dakotan.  I realize, 
however,  that  this  simplistic  approach  neither  covers 
all  my  reasons  for  wishing  to  remain  in  the  state  nor 
is  enough  to  justify  an  article  in  this  South  Dakota 
Medical  Journal. 

I have  lived  all  of  my  24-plus  years  here  in 
South  Dakota  and  thus  have  developed  an  identity 
with  the  state.  Physical  and  emotional  bonds  have 
evolved  which  tell  me  that  here  is  where  I belong. 
I have  no  desire  to  live  anywhere  else  but  in  South 
Dakota.  It  is  a personal  feeling  common,  I am  sure, 
to  many  other  people  who  live  here  and  is  not  easy 
to  explain  in  so  many  words. 

I feel  the  physical  aspects  of  the  state  itself  play 
a large  role  in  my  decision.  The  wide  range  of  phy- 
sical resources  available  here  make  South  Dakota  an 
attractive  area  in  which  to  live.  My  wife,  Peg,  and  I 
are  both  from  Pierre  so  we  have  had  access  to  the 
superb  water  recreation  land  available  there  and 
know  its  potential.  We  are  avid  campers  and  find  the 
Black  Hills  especially  tempting.  The  limitless  ex- 
panse of  prairie,  farm  and  ranch  country  is  stimula- 
ting for  its  beauty  and  purity.  The  sparsely  popu- 
lated, uncrowded  conditions  here  provide  an  ex- 
cellent area  in  which  to  raise  a family. 

My  wife  and  I both  have  strong  family  ties  to  the 
state  and  have  no  desire  to  break  these.  We  are 
comfortable  here  and  feel  we  fit  in  with  people  and 
the  environment. 

In  short,  we  find  South  Dakota  a perfect  state 
in  which  to  raise  a family,  enjoy  leisure  time  and  be 
close  to  loved  ones. 

In  addition  to  the  aforementioned  personal  rea- 
sons for  staying  in  South  Dakota,  I do  have  pro- 
fessional motivations  for  remaining.  Knowing  that 
South  Dakota  is  dead  last  in  the  nation  in  terms 
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of  the  number  of  doctors  relative  to  population 
bothers  me.  This  state  deserves  quality  health  care 
the  same  as  any  other,  which  means  we  need  to 
increase  the  numbers  of  physicians  to  an  acceptable 
level.  We  need  competent  physicians  who  know  and 
understand  the  people  and  can  work  with  them. 
What  better  solution  than  to  have  home-grown, 
home-educated  people  help  improve  this  situation.  I 
want  to  become  a part  of  the  future  medical  care  of 
this  State.  We  truly  will  need  to  develop  Regional 
Medical  Care  Centers  because  solo  practitioners  in 
small  towns  are  becoming  extinct.  I am  excited  about 
this  idea  and  want  to  help  implement  it.  Knowing 
that  we  possess  excellent  referral  centers  in  Yankton 
and  Sioux  Falls  and  that  I am  familiar  with  the 
people  and  facilities  will  justify  practicing  in  a 
medically  understaffed  area,  which  is  what  South 
Dakota  really  is.  The  whole  medical  situation  in 
South  Dakota  presents  an  enormous  challenge  to 
whomever  wishes  to  practice  here.  I look  forward  to 
this  challenge. 

We  cannot  assume,  however,  that  all  the  answers 
to  our  health  care  problems  will  come  from  South 
Dakotans  like  myself  because  we  all  are  different 
people  with  different  backgrounds  and  interests.  I 
am  only  speaking  for  myself  in  this  discussion.  Hav- 
ing a four-year  medical  school  in  the  state  will  alle- 
viate our  dilemma  immensely  because  we  won’t  be 
shipping  all  our  students  all  over  the  United  States  to 
finish  their  training.  People,  like  myself,  will  want 
to  train  in  South  Dakota  as  a prelude  to  practicing 
in  South  Dakota.  The  opportunity  for  students  to 
complete  their  medical  education  in  South  Dakota 
must  remain  so  we  must  not  let  the  school  falter  in 
any  way.  Knowing  that  the  state  supports  the  medi- 
cal school  is  a comforting  feeling  to  physicians  who 
wonder  about  practicing  in  South  Dakota.  This  has 
played  a role  in  my  decision  to  practice  instate.  I 
feel  the  state  is  maintaining  a healthy  philosophy 
towards  health  care  and  physicians  and  this  is  im- 
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portant  to  me  personally. 

So  you  see,  there  are  a multitude  of  factors  which 
are  influencing  me  in  my  future  decisions.  I will 
always  reserve  the  right  to  change  my  mind  but  I 
do  feel  now  that  in  July,  1980,  after  my  family 
practice  residency  is  completed,  you  will  find  my 
shingle  hanging  somewhere  within  the  borders  of 
South  Dakota. 


Pop’s  Proverbs 

Sincere  service  and  friendship  are  a good  hedge 
against  a malpractice  suit. 


PSYCHIATRIC  RESIDENCY 

Vacancies  for  positions  for  July  1,  1977,  for 
those  who  have  a regular  Iowa  license  or  can 
obtain  one  by  reciprocity  or  via  FLEX.  Pre- 
pare for  career  in  private  practice,  commu- 
nity clinics  or  hospital  based  psychiatry.  Em- 
phasis on  close  supervision  of  intensive  indi- 
vidual and  group  psychotherapy,  OPD,  Chil- 
dren’s Unit,  Adolescent  Unit.  Neurology  affil- 
iation with  University  of  Iowa.  The  stipends 
are:  1st  year  $21,294;  2nd  year  $22,360;  3rd 
year  $23,478.  Intensity  and  diversity  of  train- 
ing program  appreciated  best  by  personal 
visit. 

T.  B.  McManus,  M.D.,  Superintendent 
Mental  Health  Institute 
Cherokee,  IA  51012 
Call  Collect  (712)  225-2594 

Equal  opportunity  employer. 


Stairway-Elevator 

Phone  us  toll  free 
for  more  information 
1-800-952-3968 


Kreiser’s  Surgical,  Inc. 

1220  S.  Minn.  Ave. 

Sioux  Falls,  SD  57105 

PUTTING  PEOPLE  IN  MOTION 
with  AMERICAN  STAIRGLIDE  products 


Porchlift 

Easy-Lift  Chair 


Electric 

Wheelchair 
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THE  BOARD,  ADMINISTRATION  AND 
STAFF  OF  McKENNAN  HOSPITAL 
WOULD  LIKE  TO  CONGRATULATE  THE 
FOLLOWING  MEMBERS  OF  THE  FIRST 
GRADUATING  CLASS  OF  THE  USD 
SCHOOL  OF  MEDICINE  AND  WISH 
THEM  GOOD  HEALTH  AND  SUCCESS 
IN  THE  YEARS  TO  COME. 


Dr.  Thomas  L.  Abell 
Dr.  Barton  W.  Adrian 
Dr.  Lois  Larson  Adrian 
Dr.  David  E.  Atkinson 
Dr.  Ken  D.  Augspurger 
Dr.  Gerard  L.  Bobeldyk 
Dr.  James  D.  Cassat 
Dr.  Thomas  M.  Cink 
Dr.  Craig  S.  Colberg 
Dr.  Robert  W.  Dappen 
Dr.  Randall  P.  Graff 
Dr.  Thomas  J.  Grau 
Dr.  David  W.  Gwinn 
Dr.  Bruce  H.  Harlan 
Dr.  Dale  A.  Hogen 
Dr.  James  R.  Horning 
Dr.  Thomas  J.  Huber 
Dr.  Thomas  L.  Jewitt 
Dr.  Ellison  F.  Kalda,  III 
Dr.  Kim  L.  Kurvink 


Dr.  Douglas  B.  McManus 
Dr.  Rodney  A.  Michael 
Dr.  John  C.  Norbeck 
Dr.  Roger  D.  Olsen 
Dr.  Michael  G.  Orr 
Dr.  Ronald  E.  Persing 
Dr.  John  F<  Rinke 
Dr.  John  C.  Sail 
Dr.  Howard  L.  Saylor,  III 
Dr.  Richard  A.  Schmaltz 
Dr.  Robert  R.  Seidel 
Dr.  Michael  T.  Shaeffer 
Dr.  Harold  F.  Stensby 
Dr.  Howard  L.  Tice 
Dr.  Margaret  E.  Tidd 
Dr.  Larry  B.  Vender  Woude 
Dr.  Larry  A.  Weitzenkamp 
Dr.  Howard  T.  Wells 
Dr.  Patrick  J.  Wendt 
Dr.  Kim  L.  Wilde 
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The  South  Dakota  Medical  School 
Alumni  Association  Invites 
You  to  Attend  the 


'711 0. 77” 


weekend  activities  including  scientific  sessions , alumni  events 
and  graduation  ceremonies  commemorating  the  charter  M.D. 
graduation  from  the  University  of  South  Dakota  School 

of  Medicine. 


MAY  II,  12, 13, 14, 1977 


Wednesday,  Thursday,  May  11-12,  1977  Yankton,  South  Dakota 
Friday,  May  13,  1977  Sioux  Falls,  South  Dakota 

Saturday,  May  14,  1977  Vermillion,  South  Dakota 
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A scientific  program 

on  surgery  and 

dermatology  commemorating  the  Charter 

M.D.  Graduation. 

Wednesday,  May  11,  1977 

Friday,  May  13,  1977 

Marian  Auditorium 

Mount  Marty  College 
Yankton,  SD 

McKennan  Hospital  Auditorium 
Sioux  Falls,  SD 

8:30-12:00 

Surgical  scientific  program  on  hernia 

8:30-12:00 

Dermatology  scientific  program 

12:00-  2:00 

Luncheon — Benet  Lounge,  Benet 
Hall 

12:00-  1:00 

Luncheon 

2:00-  5:00 

Surgical  scientific  program  on  hernia 

1:00-  3:00 

Dermatology  scientific  program 

5:00-  7:00 

Reception — Benet  Lounge,  Benet 

3:00-  4:00 

Student-Alumni  kegger 

Hall 

Alumni  Association  meeting 

7:30 

Informal  Dinner 
Black  Steer  Restaurant 

6:30 

Social  Hour,  Elks  Club 

7:30 

Buffet  Dinner,  Elks  Club 

Thursday,  May  12,  1977 

9:00 

Dance — Elks  Club 

Marian  Auditorium 
Mount  Marty  College 
Yankton,  SD 

Alumni  class  events 

8:00-12:00 

Surgical  scientific  program  on 

Saturday,  May 

14,  1977 

gastrointestinal  disease 

Vermillion,  SD 

12:00-  1:45 

Luncheon — Benet  Lounge,  Benet 
Hall 

10:00-12:00 

Graduation — Inman  Stadium 

2:00-  5:15 

12:00-  1:30 

Luncheon — Coyote  Student  Center 

Surgical  scientific  program  on 

7:00 

gastrointestinal  disease 

1:30 

“M.D.  ’77”  Recognition  Ceremony — 
Slagle  Auditorium 

Testimonial  banquet  honoring 
C.  B.  McVay,  M.D. 

Open  House  at  Alumni  House 

Black  Steer  Restaurant 

Evening 

Alumni  Class  Events 

A commemorative  medallion  paperweight 

is  available  for 

purchase  for  $5.00  each. 

This  page  purchased  by  the  South  Dakota  Medical  School  Endowment  Association 

608  West  Avenue,  North 

Sioux  Falls,  SD  57104, 
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CONGRATULATIONS 
CLASS  OF  1977 

It  has  been  our  privilege  to  have 
participated  in  your  training.  We 
most  certainly  hope  that  the  prac- 
tice of  medicine  will  be  as  ful- 
filling to  you  as  it  has  been  to  us. 


IN  MEMORY  OF  M.  M.  MORRISSEY,  M.D. 


MEDICAL  ASSOCIATES  CLINIC 


I M.  M.  Morrissey,  M.D.  (1932-1975) 

| C.  L.  Swanson,  M.D. 

K? 

| R.  C.  Jahraus,  M.D. 

I 

B.  O.  Lindbloom,  M.D. 


R.  J.  Zakahi,  M.D. 
A.  J.  Tieszen,  M.D. 
M.  R.  Cosand,  M.D. 
R.  J.  Owens,  M.D. 
R.  L.  Liudahl,  O.D. 
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A HISTORY  OF 

THE  UNIVERSITY  OF  SOUTH  DAKOTA  SCHOOL  OF  MEDICINE 

1907-1977 


Presented  in  Commemoration  of  the  Charter  Graduating  Class  of  M.D.s  in  South  Dakota,  May  14,  1977. 


by 

Loren  H.  Amundson,  M.D. 

Professor  and  Chairman 
Community  & Family  Medicine 
University  of  South  Dakota  School  of  Medicine 


and 


Cedric  C.  Cummins,  Ph.D. 

Professor  of  History 
University  of  South  Dakota 


APRIL  1977 


DEDICATION 


We  offer  this  short  history  of  the  Medical  School  in  honor  of  our  first  South  Dakota  M.D.  grad- 
uates. By  intent,  we  also  dedicate  these  pages  to  those  many  teachers  who,  through  the  years,  have 
given  of  their  professional  lives  to  nurture  a struggling  school  and  its  students.  Further,  our  thoughts 
dwell  on  the  many  medical  alumni  of  this  school  who  have  served  their  profession  so  well,  both 
in  South  Dakota  and  throughout  the  land.  At  last,  a tribute  to  South  Dakota’s  citizens,  who  have 
continued  to  make  medical  education  available  to  its  students. 


L.  H.  Amundson,  M.D. 
Cedric  C.  Cummins,  Ph.D. 


First  joining  the  United  States  in  1803  as  part  of 
the  Louisiana  Purchase,  Dakota  Land  reached  terri- 
torial status  in  1861  and  proud  statehood  in  1889. 
Into  its  rolling  plains  and  hills  had  come  the  Sioux 
and  more  recent  immigrants  seeking  their  fortunes. 
Both  had  their  medicine  men.  Physical  and  psy- 
chological contributions  of  the  ancient  Sioux  healers 
are  increasingly  recognized.  The  European  settlers 
gratefully  remembered  the  work  of  their  physician’s 
hands  as  he  traveled  by  horse  and  buggy  to  aid  the 
suffering.  With  a satchel  of  remedies  at  his  side  and 
dedication  in  his  heart,  he  tackled  the  myriad  ills 
of  the  Great  Plains,  typhoid  fever  and  tuberculosis 
necessitating  special  concern. 

However,  his  training  and  professional  skills  were 
sometimes  not  the  best.  As  need  for  medical  care 
grew  with  increased  Western  population,  standards 
for  proper  training  and  certification  had  tended  to 
lag,  perhaps  inevitably.  The  mushrooming  of  pro- 
prietary, commercial  medical  schools  and  other  de- 
velopments led  some  of  the  doctors  to  draw  together 
in  defense  of  professional  values.  The  Dakota  Medi- 
cal Society,  formed  in  1882  (later  State  Medical 
Association),  took  the  lead  in  advocating  effective 
regulations.  Relative  success  came  in  1903  with  a 
state  statute  including  establishment  of  a Board  of 
Medical  Examiners. 

As  in  other  Western  areas,  the  Dakota  medical 
world  had  not  had  the  assistance  of  a medical 
school  of  its  own  during  these  years.  Yet  the  possi- 
bility of  the  eventual  establishment  of  such  an  insti- 
tution had  appeared  early.  The  very  first  session  of 
the  territorial  legislature  in  April  1862  had  author- 
ized the  University  of  Dakota  to  be  located  at 
Vermillion.  The  second  session  followed  with  an  act 
of  January  9,  1863  to  “Incorporate  the  University 
of  Dakota,”  stating  that  it  should  consist  of  five 
divisions,  including  “the  department  of  medicine.” 

Financial  and  other  problems  of  the  period  de- 
layed opening  of  the  University  until  1882,  and  an 
official  reference  to  medical  education  did  not  ap- 
pear again  until  1892.  In  a report  of  that  year,  the 
Regents  of  Education  described  the  work  of  the 
young  institution  as  “that  general  education  which 
is  the  basis  upon  which  skill  and  excellence  in  all 
the  learned  professions  shall  rest.”  But,  in  time, 
“it  will  be  deemed  wise,  as  in  other  states,  to 
establish  professional  schools  of  law  and  medicine 
as  parts  of  the  State  University.”  However,  drought 
and  depression  of  the  Nineties,  plus  the  burning  of 
Old  Main  in  1893,  prevented  early  implementation. 

Perhaps  of  an  even  more  prophetic  nature  were 
those  University  science  classes  that  constituted  pre- 
medical and  medical  study.  By  the  turn  of  the 


century,  school  catalogs  were  identifying  these 
courses  and  assuring  students  that  they  could 
“shorten  the  time  spent  in  medical  college”  if  they 
studied  them.  End  of  the  depression  and  completion 
of  the  Science  Building  in  1902  strengthened  these 
trends,  and  by  1906  school  officials  felt  that  the 
time  had  come  to  join  the  junior  medical  college 
movement.  In  the  biennial  reports  of  that  fall.  Presi- 
dent F.  B.  Gault  and  Dean  C.  M.  Young  of  the 
College  of  Arts  and  Sciences  recommended  such  a 
step,  with  a carefully  drawn  supporting  analysis  by 
Professor  C.  P.  Lommen,  chairman  of  the  biology 
department. 

Professor  Lommen  explained  that  the  first  two 
years  of  medical  study  consisted  of  courses  in  pure 
science,  many  of  which  the  local  campus  had  been 
offering  for  some  time.  “This  has  been  proven  in 
several  cases  in  which  students  who  have  finished 
these  courses  with  us  have  been  able  to  complete 
the  work  of  the  M.D.  in  three  years.”  A second 
year  could,  therefore,  be  added  at  relatively  modest 
cost.  Such  a two-year  school  would  then  help  pro- 
vide quality  training  for  potential  local  doctors  and 
enable  the  state’s  young  citizens  to  pursue  their 
early  training  near  home  at  less  expense.  Inter- 
estingly, scarcity  of  physicians  did  not  appear  as  a 
supporting  argument;  there  were  approximately  600 
already  licensed  under  existing  requirements. 

The  following  year,  formal  approval  proceeded 
step  by  step.  The  March  29,  1907  regents’  meeting 
established  the  College  of  Medicine  and  directed 
President  Gault  “to  confer  with  the  heads  of  the 
departments  of  biology,  physics,  and  chemistry,  and 
they  shall  formulate  such  courses  of  study  as  in 
their  judgment  may  be  necessary  for  the  first  two 
years.”  This  they  did  by  using  the  requirements  of 
the  Rush  Medical  School  of  Chicago  as  a model. 
On  May  17,  Lommen  was  chosen  as  dean  at  a 
salary  of  $1,860.  The  frail,  serious,  gentlemanly 
dean  had  been  a member  of  the  staff  since  1891, 
after  graduating  from  the  University  of  Minnesota 
in  biology.  Though  he  had  no  further  degrees,  gradu- 
ate work  included  research  study  at  Woods  Hole, 
Massachusetts,  and  the  traditional  year  in  Germany 
by  scholars  of  that  generation.  He  continued  his 
association  with  biology  as  chairman  and  part-time 
instructor. 

The  College  of  Medicine  opened  that  September 
in  old  Science  Hall  with  two  students,  Carlyle  Hare 
from  Keystone  and  Iver  Stoland  of  Beresford.  The 
first  was  the  football  team’s  charging  fullback  (only 
158  pounds!)  and  the  other  a regular  in  basketball 
and  track.  Staff  consisted  of  new  instructor  Harley 
E.  French,  M.D.,  in  anatomy;  Lommen  and  young 


Ole  Stoland  on  loan  from  zoology;  and  L.  E. 
Akeley,  A.  N.  Cook,  A.  L.  Haines,  and  J.  H.  Julian, 
who  were  each  already  part  of  two  college  pro- 
grams. 

Because  the  new  unit  had  been  approved  after 
the  legislative  session,  funds  had  to  be  gathered  from 
existing  sources.  But  only  two  new  courses  were 
required  beyond  what  had  been  given  regularly  for 
many  years,  two  semesters  of  human  anatomy  and 
one  of  physiological  chemistry.  The  chemistry  de- 
partment assumed  the  expense  of  the  latter.  Salaries 
of  the  dean  and  instructor  Stoland  were  charged 
to  their  old  biology  base,  and  equipment  for 
anatomy  was  taken  from  the  appropriations  of  the 
science  departments  and  the  museum.  The  following 
year,  the  first  medical  budget  approved  by  the 
regents  totaled  $1,640  consisting  of  $1,500  for  H.  E. 
French  and  $140  for  visiting  lecturers.  The  reported 
presence  of  cadavers  (mainly  from  the  state  hospital 
at  Yankton)  on  the  top  floor  of  Science  Hall  was 
already  sending  tremors  of  awe,  mystery,  curiosity, 
and  fear  throughout  the  campus. 

A letter  by  Carlyle  Hare,  M.D.,  written  sixty 
years  later,  recaptures  some  of  the  reality  of  those 
beginnings: 

“The  medical  school  was  then  in  rooms  on  the 
north  end  of  the  second  floor  of  the  old  Sci- 
ence Hall,  with  the  anatomy  room  on  the  floor 
above.  There  were  just  two  of  us  registered, 
Iver  Stoland  and  myself.  I had  very  little  idea 
of  what  a medical  course  was,  but  I was  deter- 
mined to  give  it  a try.  Wisely,  those  in  charge 
set  the  standards  high  so  that  students  in  later 
years  would  have  no  trouble  getting  into  other 
schools.  But  I had  to  play  football  because  they 
had  a job  for  me,  and  the  school  did  not  want 
to  flunk  one-half  of  the  first  class.  Consequent- 
ly, the  instructors  did  everything  possible  to 
help  me  learn,  and  for  that  I am  still  grateful. 
My  work  consisted  of  lectures,  laboratory  ex- 
periments, and  outside  reading.  I still  remember 
Professor  French,  Professor  Ole  Stoland,  and 
Dean  Lommen;  all  three  made  life  as  pleasant 
as  possible.” 

The  second  fall  (1908),  four  registered  for  be- 
ginning medical  training,  and  there  was  a welcome 
addition  of  five  transfer  students  as  a result  of  the 
closing  of  the  Sioux  City  Medical  School.  Among 
them  were  first-year  student  Clara  Erickson  and 
second-year  Ethel  McKinley,  the  division’s  earliest 
women  students.  The  next  fall,  Stoland  transferred 
to  Rush  Medical  School,  Hare  to  the  University  of 
Illinois,  and  most  of  the  others  to  Creighton  Uni- 
versity, all  completing  the  M.D.  degree. 


Like  other  academic  divisions  of  this  University, 
origins  of  the  medical  college  had  been  more  a 
product  of  evolution  than  sudden  creation.  The 
small,  solid  beginning  characterized  its  role  through- 
out the  next  few  years.  An  average  of  nine  students 
enrolled  annually  in  the  two  classes.  Entrance  re- 
quirements for  medical  courses,  which  had  con- 
sisted only  of  high  school  training  the  first  year, 
were  raised  to  one  year  of  college  in  1908,  and  to 
two  years  in  1909.  Tuition  remained  at  thirty  dollars 
a semester.  In  March  of  that  year,  the  state  legisla- 
ture created  a State  Health  Laboratory  on  the 
campus,  with  “the  professor  of  bacteriology  and 
pathology”  as  its  director. 

The  most  serious  handicap  for  the  University’s 
new  division  was  its  expense  in  a state  with  a 
relatively  limited  economic  base.  Working  in  its 
favor,  however,  were  its  utility,  the  fact  that  no  other 
state  institution  proposed  to  offer  this  service,  and 
the  concurrent  nation-wide  trend  to  move  medical 
training  onto  university  campuses.  The  last  was  a 
way  of  securing  more  rigorous  training  to  replace 
the  apprenticeship  system  and  medical  schools  of 
doubtful  quality.  In  the  words  of  Dean  Lommen, 
the  old  medicine  had  been  an  art  based  loosely  on 
“the  collaborated  empiricism  of  the  ages.”  But  the 
“new  profession  of  medicine”  was  assuming  “its 
place  in  the  proud  sisterhood  of  the  sciences.”  The 
University’s  medical  school  was  a very  small,  but 
authentic,  part  of  that  movement. 

In  1910,  these  trends  received  support  from  an 
outspoken,  critical  study  of  medical  education  by 
Abraham  Flexner  under  the  auspices  of  the  Carnegie 
Foundation.  His  visit  to  Vermillion  in  November 
1909  had  been  one  of  155  such  investigations  of 
American  and  Canadian  schools.  The  resulting  re- 
port on  the  University  was  factual  and  relatively 
favorable.  It  was  “a  half-school” — “an  organic  de- 
partment of  the  state  university” — “attendance 
seven” — and  “the  necessary  equipment  is  at  hand 
for  painstaking  routine  instruction  in  the  laboratory 
branches.”  “No  anxiety  is  felt  that  the  high  standard 
will  deplete  the  medical  profession  ...  on  the 
contrary,  it  has  been  adopted  as  a means  of  pro- 
tecting a people  already  supporting  twice  as  many 
doctors  (607)  as  it  needs.”  “Although  the  students 
are  few,  the  present  provision  for  their  teachers 
is  on  too  unpretentious  a scale.”  The  state  was 
praised  for  setting  the  “practice  requirements  at  two 
years  of  college  training,  thus  fortifying  the  medical 
department  of  the  state  university.”  The  college  had 
been  given  an  “A”  rating  by  a representative  of  the 
American  Medical  Association  in  1909,  and  was 
commended  by  the  resolutions  committee  of  the 


state  association’s  convention  in  Vermillion,  May 
1913. 

Although  admittedly  an  oversimplification  of  a 
complex  field,  American  medical  education  has 
sometimes  been  organized  into  pre-Flexner,  Flexner, 
and  post-Flexner  periods.  The  first  included  the 
arts,  skills,  and  crafts  of  medicine  prior  to  the  early 
Twentieth  Century;  the  second  was  a time  of  dedi- 
cated pursuit  of  scientific  and  professional  standards 
of  the  “Flexner  model”  that  continued  until  about 
the  middle  of  the  Nineteen-Sixties;  and  the  last 
encompasses  those  subsequent  winds  of  change  to 
meet  current  needs  of  society  by  applying  a wider 
perspective  to  the  Flexner  base.  The  University  of 
South  Dakota  medical  school  was  born  of  the 
Flexner  period  and  lived  therein  until  cautiously 
modified  by  recent  trends  in  medical  training  and 
practice. 

Upon  this  sound  foundation,  South  Dakota’s 
medical  college  achieved  stability  but  no  sudden 
breakthroughs  in  the  following  decades.  Staff  and 
budgets  grew  cautiously.  Classes  remained  in  the 
adequate,  but  somewhat  inconvenient,  top  floors  of 
Science  Hall.  There,  relatively  small  enrollments 
brought  such  bonuses  as  the  ratio  of  a cadaver  for 
every  two  students.  Faithful  adherence  to  that  early 
precedent  of  high  standards  won  acceptance  of  all 
graduates  by  degree-granting  institutions.  A pluralis- 
tic university  campus  continued  to  offer  the  advan- 
tages of  (1)  the  necessary  scientific  courses,  (2) 
a broad  liberal  arts  background,  and  (3)  a collec- 
tion of  academic  and  vocational  programs  from  (or 
into)  which  the  student  could  transfer  as  he  ex- 
plored himself  and  the  academic  world.  Most  im- 
portant, individual  students  such  as  Alton  Ochsner, 
1918,  founder  of  the  Ochsner  Clinic  in  New  Orleans 
and  Faye  Cashatt  (Lewis),  1919,  Iowa  physician 
and  author  found  excitement  and  fulfillment. 

Enrollment  increased  moderately,  reaching  19  on 
the  eve  of  World  War  I (1916-17)  and  21  by 
the  end  of  that  conflict.  In  the  process,  a treasured 
extracurricular  tradition  of  the  medics  was  born 
when  they  won  top  prize  at  the  University’s  first 
Dakota  Day  parade  of  1914  for  their  horse-drawn 
float  entitled  “South  Dakota,  The  Health  State.”  A 
six-week  embalming  course  sponsored  in  1916  was 
less  successful,  enrolling  only  four  trainees  and  not 
repeated. 

The  postwar  Twenties  brought  a change  in  the 
division’s  official  name,  larger  enrollments,  and  the 
first  succession  in  the  deanship.  The  title  of 
“College,”  signifying  that  students  enrolled  therein 
during  both  the  preparatory  and  professional  years, 
was  abandoned  in  1921  by  medicine  and  law  in 


favor  of  “School.”  Thereafter,  students  fulfilled  the 
entrance  requirements  of  the  School  of  Medicine 
under  the  jurisdiction  of  the  College  of  Arts  and 
Sciences.  If  they  wished,  they  could  work  out  a 
baccalaureate  in  four  years  divided  between  the  two 
academic  units.  Most,  but  not  all,  chose  to  do  so. 
Enrollment  in  the  two  medical  classes  jumped  to 
30  in  the  postwar  surge  of  1920-21,  and  to  46 
(eight  “conditional”)  by  the  end  of  that  decade. 

Dean  Lommen,  the  medical  school’s  original 
executive,  served  almost  twenty  years  until  his  death 
in  July  1926.  At  that  point,  the  physicians  of  South 
Dakota  joined  in  (1)  recognition  of  his  contribu- 
tions and  (2)  insistence  that  his  successor  be  medi- 
cally trained.  “It  is  the  opinion  of  the  Board  of 
Councilors  of  the  South  Dakota  State  Medical  Asso- 
ciation,” wrote  its  secretary-treasurer  almost  im- 
mediately to  President  Slagle  on  July  14,  “that  the 
new  Dean  be  a medical  man,  a graduate  in  medi- 
cine.” As  a result,  Professor  G.  R.  Albertson  (M.D., 
University  of  Iowa)  who  had  so  meticulously  taught 
anatomy  at  the  University  since  1912,  became  the 
second  chief  executive.  He  presided  until  his  sudden 
death  in  November  1931,  while  attending  a meeting 
in  Sioux  Falls. 

Letters  seeking  a replacement  indicate  the  some- 
what awesome  duties  of  a dean  at  that  time.  They 
included  “choosing,  guiding,  and  placing  the  stu- 
dents,” “heading  up  the  faculty,”  and  “establishing 
cordial  relationships  with  the  medical  profession  of 
this  state.”  As  professor,  he  must  also  be  a “well- 
trained  anatomist  who  will  carry  a full  teaching 
load  in  that  work.”  The  M.D.  degree  was  preferable 
to  the  Ph.D.  By  spring,  Dr.  Augustus  G.  Pohlman 
(M.D.,  University  of  Buffalo),  then  professor  of 
anatomy  at  St.  Louis  University,  was  secured.  At 
the  end  of  a year,  he  withdrew  and  was  replaced 
by  Dr.  Joseph  Christian  Ohlmacher  (M.D.,  Rush 
Medical  College),  a member  of  the  University  staff 
since  1918.  The  new  dean’s  relatively  long  adminis- 
tration of  1933-46  would  include  (1)  economic 
depression,  (2)  the  most  serious  threat  to  the 
school’s  existence,  (3)  challenges  and  opportunities 
of  the  Second  World  War,  and  (4)  the  first  legis- 
lative approval  of  a degree-granting  medical  institu- 
tion. 

Depression  and  drought  in  the  Upper  Great  Plains 
of  the  1930s  brought  budgetary  problems  to  all 
aspects  of  the  University.  Coincidentally,  some  lead- 
ers of  the  American  Medical  Association  were  be- 
ginning to  feel  that  two-year  institutions  had  out- 
lived their  usefulness.  Consequently,  its  Council  on 
Medical  Education  and  Hospitals  in  the  fall  of  1935 
recommended  that  beginning  July  1,  1938,  no  junior 


medical  schools  be  officially  listed.  When  its  sister 
association,  the  Association  of  American  Medical 
Colleges,  protested  the  hasty  move,  the  Council 
agreed  to  defer  action  until  inspection  of  all  such 
units.  The  inspectors,  therefore,  duly  appeared  in 
Vermillion  April  13-14,  1936.  The  sense  of  anxiety 
with  which  the  school  awaited  the  deferred  account- 
ing was  reflected  that  summer  in  Dean  Ohlmacher’s 
report  to  the  University’s  president  that  he  had  “a 
feeling  of  uncertainty  as  to  just  what  should  be 
recommended  for  your  serious  consideration.”  Con- 
cern grew  when  the  report  appeared  in  October 
enumerating  many  deficiencies.  In  response,  the 
dean  and  another  staff  member  hastened  to  Des 
Moines,  Iowa,  to  inquire  of  one  of  the  national 
Council  members  if  this  was  intended  to  be  the 
death  sentence.  Assured  that  it  was  not,  they  re- 
turned to  South  Dakota  and  with  the  support  of 
President  I.  D.  Weeks  contacted  the  regents  and 
prepared  for  the  1937  session  of  the  legislature. 

The  Regents  of  Education  responded  at  their 
December  4 meeting  by  dispatching  a resolution  to 
the  Council  on  Medical  Education  and  Hospitals, 
promising  that  “every  possible  effort  within  the 
power  of  this  board  will  be  made  to  correct  all 
deficiencies”  and  expressing  confidence  that  the 
1937  legislature  “will  make  necessary  appropria- 
tions.” Four  days  later  at  Huron,  the  council  of 
the  South  Dakota  Medical  Association  and  repre- 
sentatives of  other  hospital  and  health  groups 
pledged  their  support.  Public  appeals  were  made 
throughout  the  state  asserting  that  continuation  of 
the  school  would  help  combat  the  growing  shortage 
of  doctors  and  enable  South  Dakota  young  men 
and  women  to  obtain  the  first  two  years  of  medical 
training  at  a major  saving.  The  legislature  responded 
by  expanding  the  school’s  current  budget  of  $15,755 
to  $40,285  for  1937-38  (to  be  cut  back  to  approxi- 
mately $32,000  in  subsequent  years).  These  funds 
were  designed  to  meet  the  major  objections  of  the 
reviewing  bodies  with  respect  to  staff,  salaries,  stu- 
dent assistantships,  research  laboratories,  and  li- 
brary. 

The  institution  hastened  to  purchase  as  many  of 
these  attributes  as  possible,  improving  the  quarters 
in  old  Science  Hall  and  employing  four  additional 
instructors  for  the  autumn  of  1937.  The  following 
year,  pre-medical  requirements  were  raised  to  three 
years,  and  the  name  of  the  division  temporarily 
changed  to  “School  of  Medical  Sciences”  (the 
simpler  “School  of  Medicine”  would  be  restored  in 
1945).  Meanwhile,  the  June  1937  meeting  of  the 
Council  on  Medical  Education  of  the  American 
Medical  Association  kept  the  door  open  by  accord- 


ing provisional  recognition,  raised  two  years  later 
to  approval.  The  Association  of  American  Medical 
Colleges  granted  qualified  endorsement  at  its  na- 
tional convention  of  October  1938.  The  possibility 
of  fatal  closure  had  ended  in  the  most  substantial 
gains  since  the  school’s  founding  back  in  1907. 
Neighbors  from  other  units  of  the  University  would 
not  be  the  last  to  puzzle  over  the  effect  of  in- 
creased funds  for  one  area.  Had  extra  money  for 
a significant  field  favored  in  the  market  been,  in 
effect,  taken  from  other  deserving  disciplines?  Or 
did  such  an  increase  have  the  opposite  result  by 
establishing  a higher  model  salary  and  bringing  more 
students,  staff,  and  prestige  to  the  campus? 

In  the  meantime,  the  world  depression  had 
helped  produce  a further  aspect  of  this  generation’s 
environment,  emergence  of  another  great  war.  Par- 
ticularly relevant  to  the  conflict,  once  the  United 
States  became  directly  involved  on  December  7, 
1941,  was  the  University’s  medical  school.  Because 
of  the  need  for  health  services  and  consequent  ex- 
emption of  medical  students  from  the  draft,  its 
growth  of  58  total  enrollees  by  1944-45  was  a re- 
versal of  the  sharp  wartime  declines  in  other 
academic  areas.  A yearly  accelerated  calendar  had 
been  inaugurated  on  June  15,  1942,  consisting  of 
four  terms  of  three  months  each,  making  it  possible 
to  complete  two  years  of  study  in  eighteen  months. 
Each  term  consisted  of  students  drawn  from  those 
in  the  army  reserve,  navy  V-12  program,  and 
“regular  medics.”  Also  resulting,  in  part  at  least, 
from  war  needs  was  completion  of  a medical  tech- 
nology program.  Classes  had  been  initiated  by  the 
medical  school  back  in  1939.  Authorization  for 
their  expansion  into  the  degree  Bachelor  of  Science 
of  Medical  Technology  was  now  granted  by  the 
regents  on  February  28,  1942,  consisting  of  three 
years  of  courses  followed  by  a final  one  of  clinical 
experience. 

Gains  made  during  the  accreditation  crisis  of 
1936-37  plus  the  vitality  of  the  war-time  medical 
school  had  led  to  the  first  major  effort  to  become 
an  M.D. -granting  institution.  Concerted  labors  by 
President  Weeks  and  others  resulted  in  success  on 
February  24,  1945.  The  legislative  act  appropriated 
$150,000  “to  Establish,  Equip,  and  Maintain  a 
Complete  Four-Year  Medical  School.”  Efforts  were 
begun  to  launch  the  initial  third-year  medical  class 
in  the  fall  of  1946,  so  as  to  have  a program  under 
way  by  the  meeting  of  the  next  biennial  legislature 
in  early  1947. 

Dean  Ohlmacher  took  the  first  steps  toward  im- 
plementation, while  voluntarily  announcing  his 
resignation  as  soon  as  a younger  replacement  ac- 


quainted  with  senior  colleges  could  be  found.  Ac- 
cordingly, Dr.  Donald  Slaughter  (M.D.,  University 
of  Iowa)  assumed  the  responsibilities  of  dean  on 
July  1,  1946.  Plans  for  the  degree-granting  school 
visualized  two  years  of  the  basic  sciences  in  Ver- 
million, a junior  year  spent  mainly  at  Sioux  Falls 
utilizing  the  Sioux  Valley  and  McKennan  hospitals, 
and  a senior  year  of  preceptorship  in  as  many  of 
the  state  hospitals  as  feasible.  The  veterans  hospital, 
subsequently  located  at  Sioux  Falls,  was  still  in  the 
process  of  planning  and  construction. 

That  substantial  difficulties  lay  in  the  path  of  a 
1946  beginning  was  generally  understood.  Funds 
were  minimal,  but  it  was  believed  that  they  could 
be  stretched  to  launch  the  desired  first  class  if  other 
factors  permitted.  An  immediate  sensitive  problem 
was  the  fact  that  those  hospitals  which  were  to  be 
utilized  had  not  as  yet  been  approved  by  the  rele- 
vant professional  bodies  for  internship  and  clinical 
teaching.  Despite  concentrated  efforts,  assisted  by 
new  University  staff  member  Dr.  A.  M.  Harris  and 
others,  this  approval  was  not  obtained  until  1947, 
with  potential  beginnings  the  following  year.  This 
factor  alone  could  have  prevented  the  inauguration 
of  the  new  program.  In  addition,  there  were  reserva- 
tions by  some  of  the  state’s  physicians  which  seem 
to  have  been  a product  of  two  factors.  One  was 
related  to  financial  limitations  and  reflected  in  a 
report  at  the  June  1946  annual  meeting  of  the  South 
Dakota  State  Medical  Association  that  its  council 
had  been  “very  dubious  of  the  possibility  of  estab- 
lishing a first-rate,  Class  A medical  school  in  South 
Dakota.” 

The  second  factor  was  a lack  of  cooperation  be- 
tween the  Association  of  American  Medical  Col- 
leges, with  which  the  University  had  been  working 
in  the  person  of  Dr.  Fred  C.  Zapffe,  and  the  Coun- 
cil on  Medical  Education  and  Hospitals  of  the 
American  Medical  Association.  Dr.  William  Dun- 
can, president  of  the  state  association,  for  example, 
attacked  those  who  “have  elected  to  proceed  with 
their  plans”  without  adequate  consultation  with  the 
American  Medical  Association’s  council.  And  he 
reminded  his  hearers  that  “our  state  association  is 
not  only  a subsidiary  but  an  integral  part”  of  that 
association.  Failure  to  launch  the  program  in  1946 
would  prove  decisive;  the  legislature  of  1947  re- 
pealed the  authorization  for  a four-year  school  on 
March  10.  But  it  granted  a further  $50,000  for  each 
of  the  next  two  years  for  the  existing  institution,  in 
addition  to  that  $150,000  special  appropriation  of 
1945  for  a degree-granting  program  which  the 
school  had  been  permitted  to  spend. 

Continued  differences  of  opinion  among  the 


South  Dakota  physicians  caused  president-elect  Dr. 
H.  Russell  Brown  of  the  state  association  to  observe 
that  “this  organization  should  have  a unified 
opinion”  before  the  legislature  assembles  again  in 
1949.  In  this  atmosphere,  a special  committee  on 
Medical  School  Affairs  of  the  association,  chaired 
by  Dean  Slaughter,  held  six  meetings  during  the 
next  year.  Its  report  to  the  association’s  session  of 
May  30- June  1,  1948  recommended  that  first  con- 
sideration be  given  to  achieving  full  accreditation 
for  the  two-year  school  by  additional  financing  and 
the  construction  of  a new  building  at  Vermillion.  A 
consensus  had  been  reached,  and  efforts  for  a 
degree-granting  medical  school  in  South  Dakota  was 
at  an  end  for  this  generation.  What  its  strengths, 
weaknesses,  and  personality  would  have  been  makes 
for  interesting  speculation.  But  substantial  improve- 
ments had  been  made.  Programs  and  staff  had  been 
strengthened,  aided  by  annual  expenditures  that 
grew  from  approximately  $35,000  at  the  end  of  the 
war  to  $145,000  by  1949-50  and  $179,000  in 
1952-53.  Improved  accreditation  followed. 

Participants  will  remember  another  major  char- 
acteristic of  these  postwar  years,  that  of  the  veterans 
and  their  G.I.  Bill.  Their  maturity  and  financial  aid 
helped  open  the  door  to  expensive  medical  training. 
The  extracurriculum  had  a somewhat  different 
flavor,  and  the  large  number  of  married  students 
(especially  medical)  forever  broke  the  tradition  that 
they  did  not  belong  in  college. 

Although  staff  members  would  occasionally  ex- 
press the  hope  for  a complete  school  “some  day,” 
emphasis  of  the  next  two  decades  remained  on 
strengthening  the  existing  school.  The  most  con- 
spicuous change  was  an  improvement  in  physical 
plant.  Born  in  old  Science  Hall,  the  school  lived 
there  until  1952-53.  At  that  time,  it  gratefully  moved 
into  the  brand  new  Andrew  E.  Lee  Memorial  Medi- 
cal and  Science  Building  on  Clark  Street,  costing 
approximately  $868,000. 

When  the  old  home  was  condemned  and  evacu- 
ated a few  years  later  (1958),  former  medical 
“grads”  could  have  personally  related  to  the 
Volante’s  nostalgic  editorial  on  its  former  hospitality 
to  varied  campus  programs.  But  now,  the  historic 
“buff-colored  brick  structure  stands  silent,  empty, 
and  cold.  You  never  again  will  step  inside  Old 
Science  Hall  and  hear  the  creaking  floors  painfully 
protest  as  you  shuffle  up  those  sagging  stairs.”  A 
research  addition  was  made  to  the  new  building  in 
1961  and  a larger  one,  primarily  for  teaching,  in 
1969  from  state  and  federal  funds.  Concurrently,  the 
school  was  fulfilling  its  enrollment  commitments  by 
adding  five  students  to  the  beginning  class  in  return 


for  the  building  enlargements  and  five  more  in  each 
of  five  successive  years  for  funds  from  the  Federal 
Basic  Improvement  Grant  Program.  The  resulting 
total  of  approximately  130  by  the  early  Seventies 
was  a signal  contrast  to  the  seven  whom  Flexner 
had  interviewed  in  1909. 

Further  gains  of  the  period  occurred  in  such 
general  services  as  workshops  and  courses  for  phy- 
sicians and  other  health  professionals;  escalation  of 
staff  research;  and  growth  of  graduate  study.  Most 
noted  of  the  last  was  regential  approval  in  1956  for 
the  offering  of  the  doctoral  degree  by  the  depart- 
ments of  anatomy,  biochemistry,  microbiology,  and 
physiology/pharmacology.  The  first  Ph.D.  was  ac- 
corded in  1961  to  John  M.  Allen  in  biochemistry. 
In  retrospect,  despite  frustrations  including  the 
demise  of  the  postwar  “M.D.”  project,  the  medical 
school  had  participated  in  the  striking  growth  of 
higher  education  during  this  period.  Throughout, 
four  deans  had  directed  the  executive  functions.  Dr. 
Slaughter  continued  until  1952;  Walter  L.  Flard 
(Ph.D.,  Duke  University)  to  1966;  George  W. 
Knabe,  Jr.  (M.D.,  University  of  Maryland)  to 
1971;  and  Earl  B.  Scott  (Ph.D.,  University  of  Pitts- 
burgh) as  acting  dean  to  1973. 

Efforts  to  correlate  medicine  and  other  expanding 
health-related  programs  of  the  University  resulted  in 
a new  administrative  unit  in  1971.  The  office  of 
Vice-President  for  Health  Affairs  was  established 
with  Dr.  Henry  M.  Parrish  (M.D.,  Yale)  as  its  first 
director.  Included  were  the  School  of  Medicine, 
School  of  Nursing,  Health  Sciences  Library,  Labora- 
tory Animal  Services,  Audio  Visual  Services,  and  a 
new  grouping  entitled  “Allied  Health  Programs.” 
The  last  would,  by  1974,  consist  of  the  three  units 
of  Medical  Technology,  Dental  Hygiene,  and 
Anesthesia;  registering  39,  32,  and  7 first-year 
students  in  the  fall  of  1976.  Meanwhile,  staff  re- 
search had  grown,  thereby  providing  another  service 
and  hopefully  helping  to  fulfill  that  old  prescription 
of  the  successful  teacher  as  one  who  could  “sing 
like  a canary  and  burrow  like  a mole.”  Then  there 
was  the  very  important,  duly  recorded  but  un- 
heralded, daily  growth  of  the  individual  students  in 
classes,  laboratories,  and  clinics.  This  was  “what  it 
was  all  about.”  A movement  was  getting  under  way 
to  increase  the  number  of  state  residents  and  women 
among  them.  By  1973  all  of  the  freshmen  would  be 
residents.  The  yearly  average  of  only  five  women 
during  the  Sixties  grew  to  16  in  1973  and  to  34 
(out  of  206)  in  the  four  classes  of  1976-77. 

But  the  Seventies  would  be  most  remembered  for 
the  attainment  of  degree-granting  status.  As  the 
recent  gains  broadened  the  base  and  federal  assist- 


ance became  more  apparent,  hopes  for  such  an 
achievement  had  once  more  cautiously  surfaced. 
South  Dakotans,  it  was  believed,  would  thereby  be 
rewarded  with  more  practicing  physicians,  better 
opportunities  for  their  young  men  and  women  to 
study  medicine,  and  an  institution  that  would  serve 
as  the  focal  point  for  health  services.  Need  for  the 
first  was  highlighted  by  the  fact  that  South  Dakota 
had  the  least  favorable  doctor-patient  ratio  in  the 
nation,  one  to  1,372  residents  in  1972.  Of  influence, 
also,  was  the  awareness  that  the  two-year  institutions 
were  at  last  fading  from  the  medical  world;  only 
the  schools  of  South  Dakota,  North  Dakota,  Dart- 
mouth, and  Nevada  remained.  Last  to  begin  the 
transition  would  be  Nevada  in  1977. 

In  response  to  these  circumstances,  the  Regents  of 
Education  authorized  a special  study  by  visiting 
experts  led  by  Chairman  R.  C.  Hardin  (M.D.)  from 
the  University  of  Iowa.  Their  very  careful  1971  re- 
port observed  that  the  School  of  Medicine  was  well 
housed  and  its  students  had  “demonstrated  their 
ability  to  gain  entrance  to  good  schools  for  com- 
pletion of  their  education.”  But  the  proportion  of 
non-resident  students  (37%)  was  too  large  “in  com- 
parison with  other  state  supported  schools,”  and 
the  attrition  rate  for  the  two-year  program  averaged 
more  than  16%,  “entirely  too  high — being  about 
twice  the  national  average.”  Recommendations  of 
the  Hardin  Report  included  continuation  of  the 
junior  medical  college,  because  it  was  becoming  very 
difficult  for  freshmen  to  gain  admission  to  medical 
schools  in  states  other  than  their  own.  The  regents 
were  further  advised  “to  consider  the  establishment 
of  an  M.D.  degree-granting  program  in  the  future,” 
with  a pilot  group  of  10-15  students  that  would 
begin  by  “the  late  1970s  or  the  early  1980s.” 

The  nature  of  the  proposed  school  was  not  spelled 
out,  but  it  was  observed  that  the  American  Medical 
Association  had  endorsed  the  concept  of  shortening 
the  traditional  four-year  period.  A degree-granting 
institution  could  therefore,  “be  developed  by  the 
adding  of  one  more  year  to  the  present  two.”  At  a 
subsequent  regential  meeting  that  fall  of  1971,  Dr. 
Robert  Bartron,  President  of  the  South  Dakota 
Medical  Association,  presented  the  association’s  sup- 
port for  a complete  medical  school  “at  the  Uni- 
versity of  South  Dakota  with  clinical  training 
established  in  various  South  Dakota  communities 
where  most  feasible.” 

In  the  meantime,  a “Governor’s  Task  Force  on 
Medical  Education,”  with  Dr.  Robert  H.  Hayes, 
State  Health  Officer,  as  chairman,  had  been  busily 
laboring  “to  complement  the  work  that  had  been 
done  by  the  Hardin  consultants.”  This  committee 


sought  to  come  to  grips  with  state  medical,  economic, 
and  political  realities,  and  their  list  of  seven  possible 
alternatives  reflect  the  questings  of  the  times.  They 
were:  (1)  four-year  traditional  medical  school  with 
its  university  hospital,  (2)  Mayo-Dakota  school 
combining  the  existing  institution  and  facilities  of 
the  Mayo  Clinic,  (3)  South  Dakota  medical  school 
“without  walls,”  (4)  regional  medical  school  com- 
bining the  resources  of  neighboring  states,  (5)  pay- 
ments to  some  other  school  to  educate  the  state’s 
students,  (6)  continuation  of  the  present  two-year 
school,  and  (7)  “do  nothing.” 

The  Task  Force  recommended  a form  of  number 
three.  The  state  should  “develop  a three-year  M.D. 
degree-granting  medical  school”  based  on  “the 
health  care  delivery  model  rather  than  the  research 
model.”  Special  emphasis,  it  was  stated,  must  be 
placed  on  training  family  physicians,  utilizing  “ex- 
isting education,  hospital  and  health  care  resources.” 
The  following  month,  November  23,  1971,  support 
by  most  of  the  medical  school  faculty  was  indicated 
when  thirty  of  them  signed  a statement  approving 
the  three-year  program  in  a special  meeting  called 
by  Vice-President  Parrish. 

The  December  16-17,  1971,  assemblage  of  the 
regents  in  Sioux  Falls,  with  Governor  Richard  Kneip 
and  state  medical  leaders  present,  was  a time  of 
search  for  a decision  in  preparation  for  the  1972 
state  legislature  opening  the  following  month.  After 
discussion,  the  regents  voted  unanimously  to  recom- 
mend a three-year  degree-granting  program  “without 
walls”  to  the  legislature.  Funding  must  be  done  with 
“new  money”  and  not  at  the  expense  of  other  areas 
of  higher  education.  Choice  of  a three-year  school 
appears  to  have  been  made  because  its  cheaper  cost 
would  be  more  acceptable  to  the  public  and  legisla- 
ture and  because  there  was  definitely  a current, 
national  movement  toward  shortening  the  traditional 
training. 

The  legislature  opened  with  medical  education 
among  its  more  publicized  issues.  On  January  13, 
1972,  a bill  was  introduced  into  the  House  of  Rep- 
resentatives “creating  a three-year  School  of  Medi- 
cine at  the  University  of  South  Dakota  and  making 
an  appropriation  therefore.”  It  was  approved  by  the 
Committee  on  State  Affairs  but  died  in  the  hands 
of  the  Appropriations  Committee.  Participants  gen- 
erally agree  that  the  failure  was  a product  of  con- 
fusion as  to  the  exact  nature  of  a three-year  school, 
a feeling  that  more  time  and  study  was  needed  for 
such  an  important  state  goal,  and  hesitation  because 
of  feared  expenses.  Some  division  of  opinion  had 
existed  on  the  Vermillion  campus,  but  apparently 
it  was  not  of  major  influence  in  Pierre. 


Viewed  from  a later  perspective,  the  “era  of  the 
three-year  school”  appears  as  a transition  in  thought 
from  the  junior  medical  school  to  the  degree- 
granting one  which  will  certify  its  first  M.D.  gradu- 
ates in  May  1977.  Efforts  from  1970  to  1972  had 
publicized  the  need  for  a complete  school,  carefully 
surveyed  and  rejected  most  of  the  alternatives,  and 
established  a general  agreement  in  favor  of  a school 
without  walls  (no  university  hospital).  Such  an  in- 
stitution would  utilize  the  existing  two-year  institu- 
tion, hospitals  of  the  state,  and  established  phy- 
sicians. A twenty  to  thirty  million  dollar  university 
hospital  was  viewed  as  a potential  albatross  about 
the  neck  of  a South  Dakota  school. 

The  months  following  the  1972  session  consti- 
tuted a lull,  but  not  an  abandonment  of  the  goal 
for  a complete  school.  Staff  members,  the  regents, 
and  many  of  the  state’s  physicians  continued  to 
champion  it  throughout  the  rest  of  the  year.  In  an 
effort  to  resolve  some  of  the  continuing  questions 
and  uncertainties,  the  1972  convention  of  the  South 
Dakota  State  Medical  Association  appointed  a study 
committee  “to  arrive  at  a concise  and  definite 
recommendation.”  Under  the  leadership  of  Chair- 
man B.  C.  Gerber,  M.D.,  it  convened  five  times 
during  the  summer  and  fall.  Its  findings  appeared  in 
the  state  medical  journal  of  November  1972,  con- 
cluding that  the  three-year  school  was  not  becom- 
ing as  popular  nationally  as  had  been  predicted. 
The  committee  recommended  that  South  Dakota 
adopt  a four-year  program,  beginning  with  a pilot 
group  of  15-20  students.  When  the  1973  legislature 
convened,  sufficient  interest  existed  to  secure  the 
introduction  of  a House  bill  on  January  30  “creating 
an  M.D.  Degree  Granting  School  of  Medicine  at  the 
University  of  South  Dakota.”  But  lack  of  consensus 
led  the  Committee  on  State  Affairs  to  report  on 
February  15  that  it  had  “deferred  action  until  the 
46th  legislative  day”  (of  a 45-day  session!). 

However,  in  a further  effort  to  resolve  the  many 
questions,  the  legislature  of  1973  had  appointed 
another  (the  last)  committee.  Its  Special  Legislative 
Committee  on  Medical  Education  was  instructed  to 
prepare  “a  comprehensive  review  before  the  next 
session,”  accompanied  by  specific  recommendations. 
Under  the  leadership  of  Senator  (later  Lt.  Gover- 
nor) Harvey  Wollman  of  Hitchcock,  it  examined 
the  various  problems  in  a careful,  grassroots  fashion 
in  meetings  throughout  the  state.  Its  report  of  No- 
vember 1973  favored  establishment  of  a four-year 
degree-granting  school,  utilizing  existing  medical  re- 
sources. Support  for  these  goals  was  being  led  on 
campus  by  President  Richard  L.  Bowen  and 
throughout  the  state  by  such  groups  as  the  Medical 


Association,  the  South  Dakota  Hospital  Association, 
and  the  Citizens  Committee  for  Medical  Advance- 
ment. 

An  effective  leader  and  spokesman  had  entered 
the  scene  when  Dr.  Karl  H.  Wegner  was  named  to 
the  dual  post  of  dean  of  the  medical  school  and 
Vice-President  for  Health  Affairs  on  May  23  (effec- 
tive August  1,  1973).  The  new  bellwether  was  a 
South  Dakotan,  grandson  of  former  Governor  Peter 
Norbeck,  and  an  M.D.  from  the  Harvard  Medical 
School.  He  had  been  a member  of  the  clinical 
faculty  of  the  University  since  1962  as  Professor  of 
Pathology,  later  chairman.  In  a lengthy  October 
meeting  with  the  regents  he  reviewed  such  aspects 
as  enrollments,  staff,  facilities,  and  costs  of  the 
proposed  institution.  The  estimated  state’s  share  of 
the  last  would  increase  gradually  over  four  years  to 
an  annual  $2,500,000. 

Proponents  of  a complete  medical  school  for  the 
state  therefore  entered  the  legislative  session  of  1974 
with  agreement  and  consensus  that  had  been  lacking 
in  the  two  previous  sessions.  The  result  was  an  act 
supported  overwhelmingly  by  both  houses  and 
signed  by  Governor  Kneip  on  February  15.  It 
formally  created  “at  the  University  of  South  Dakota 
a family  practice  oriented  four-year  M.D.  degree- 
granting School  of  Medicine  which  shall  be  under 
the  control  of  the  Board  of  Regents.”  To  carry  out 
the  purpose  of  the  act,  an  initial  appropriation  of 
$1,295,291  was  made. 

As  had  been  true  of  the  fateful  authorization 
back  in  1945,  the  challenge  now  became  one  of 
implementation.  This  time  it  would  succeed.  Cooper- 
ative contacts  were  soon  made  with  McKennan, 
Sioux  Valley,  and  the  Royal  C.  Johnson  Veterans 
hospitals  at  Sioux  Falls  and  the  Sacred  Heart  Hos- 
pital at  Yankton.  Later,  veterans  hospitals  at  Fort 
Meade  and  Hot  Springs,  Rapid  City  Regional  Hos- 
pitals, and  others  would  join  the  program,  all  com- 
bining to  form  the  initial  Council  of  Affiliated 
Teaching  Hospitals  (CATH).  As  early  as  June  14, 
1974,  the  school  was  awarded  $938,197  by  the 
Veterans  Administration  as  the  first  part  of  a grand 
total  of  $9,128,547  to  be  provided  over  a seven- 
year  period,  primarily  for  support  of  the  degree  pro- 
gram at  the  Sioux  Falls  VA  hospital.  Vital  con- 
version funds  were  obtained  in  the  amount  of  $50,- 
000  for  each  student  of  the  first  class  of  juniors 
(only  this  one  year)  from  the  now  expired  Com- 
prehensive Health  Manpower  Act  of  1971. 

An  initial  site  visit  from  the  Liaison  Committee 
on  Medical  Education  (LCME)  was  requested  and 
a team  visited  South  Dakota  in  April  1974.  The 
Survey  Team  was  impressed  by  progress  up  to  that 


time  and  recommended  the  award  of  a Letter  of 
Reasonable  Assurance  (LRA)  following  their  visit. 
As  a further  measure  of  evaluation  of  these  first 
steps,  another  LCME  visit  was  requested  and  made 
to  South  Dakota  in  October  1974.  This  led  to 
granting  of  “provisional  accreditation”  on  January 
23,  1975,  allowing  the  school  to  enroll  “36,  not 
more  than  40”  juniors  that  summer.  A further 
accreditation  visitation  was  made  by  the  LCME 
in  October  of  1976  resulting  in  full  accreditation  of 
the  new  school  in  March  1977. 

Decisions  were  gradually  clarified  as  to  the  exact 
nature  of  the  clinical  training  for  the  first  juniors, 
while  the  significant  task  of  staff  recruitment  prog- 
ressed month  by  month.  The  basic  science  faculty  at 
Vermillion  was  already  established,  but  quality 
clinical  faculty  must  be  found  to  launch  the  six 
major  clinical  departments  of  (1)  Community  & 
Family  Medicine,  (2)  Internal  Medicine,  (3)  Ob- 
stetrics and  Gynecology,  (4)  Pediatrics  and  Adoles- 
cent Medicine,  (5)  Psychiatry,  and  (6)  Surgery. 
The  organizational  structure  descended  in  turn 
through  the  University  President,  Vice-President  for 
Health  Affairs  and  medical  school  dean,  the  two 
associate  deans  for  basic  and  clinical  sciences,  assist- 
ant deans  for  each  of  the  major  clinical  training 
sites,  and  department  chairmen.  People  were  inter- 
viewed, contracts  signed,  and  a multitude  of  details 
tackled. 

On  May  12,  1975,  therefore,  40  junior  medical 
students,  all  residents  of  South  Dakota,  entered  the 
new  program  (the  remainder  successfully  transferred 
to  other  schools).  A few  days  later  on  May  30, 
Dean  Wegner  assured  the  annual  meeting  of  the 
State  Medical  Association  that  “our  new  baby  is 
alive  and  well,”  with  “no  post-maturity  syndrome” 
or  “monster.”  The  students  and  clinical  faculty 
(full  and  part-time)  began  a long  year  consisting 
of  a six-week  practicum  followed  by  forty-eight 
weeks  of  rotation  through  the  major  clinical  disci- 
plines, plus  an  introduction  to  specialties.  A number 
of  changes  were  made  in  the  original  plans,  as  staff 
and  students  experimentally  worked  their  way 
through  a significant  epoch  of  South  Dakota  medi- 
cal education. 

The  following  year,  the  first  class  moved  up  to 
senior  status  on  August  2,  1976.  Other  enrollments 
in  the  medical  school  that  semester  included  37 
juniors,  64  sophomores,  65  freshmen,  and  23  gradu- 
ate students.  For  the  seniors,  it  would  be  a year  of 
medical  clerkships  in  more  than  twenty  communities 
scattered  throughout  the  state  (plus  extramural 
clerkships  outside  South  Dakota  for  some),  taking  a 


variety  of  three-  and  six-week  programs  in  various 
medical  disciplines,  as  well  as  a required  twelve 
weeks  in  family  medicine,  six  of  which  were  in 
Rural  Family  Medicine.  The  “clerks”  worked  in 
hospitals,  clinics,  and  doctors’  offices,  each  closely 
supervised  by  practicing  physicians  who  were  mem- 
bers of  the  school’s  clinical  faculty.  Their  experi- 
ences have  been  documented  by  ongoing  evaluation, 
and  described  in  a commemorative  issue  of  the 
South  Dakota  Journal  of  Medicine,  April  1977. 
Hopefully,  their  fortunes  and  misfortunes  will  be 
nostalgically  recalled  in  their  memories  (and 
memoirs)  as  they  look  back  over  a lifetime  of  medi- 
cal services  in  the  twentieth  and  twenty-first  cen- 
turies. 

Exact  personality  of  the  future  school  lies  behind 
an  opaque  mask  of  times.  Meanwhile,  special  his- 
torical recognition  is  accorded  those  who  will  re- 
ceive the  first  M.D.  degrees  on  May  14,  1977. 


Thomas  L.  Abell 
Barton  W.  Adrian 
Lois  Larson  Adrian 
David  J.  Atkinson 
Ken  D.  Augspurger 
Gerard  L.  Bobeldyk 
James  D.  Cassat 
Thomas  M.  Cink 
Craig  S.  Colberg 
Robert  W.  Dappen 
Randall  P.  Graff 
Thomas  J.  Grau 
David  M.  Gwinn 
Bruce  Harlan 
Dale  Hogen 
James  R.  Horning 
Thomas  J.  Huber 
Thomas  L.  Jewitt 
Ellison  Kalda  II 
Kim  L.  Kurvink 


Douglas  B.  McManus 
Rodney  A.  Michael 
John  C.  Norbeck 
Roger  D.  Olsen 
Michael  G.  Orr 
Ronald  E.  Persing 
John  F.  Rinke 
John  C.  Sail 
Howard  L.  Saylor  III 
Richard  A.  Schmaltz 
Robert  R.  Seidel 
Michael  T.  Shaeffer 
Harold  F.  Stensby 
Howard  L.  Tice 
Larry  Vander  Woude 
Larry  A.  Weitzenkamp 
Howard  T.  Wells 
Patrick  J.  Wendt 
Kim  L.  Wilde 


DEANS 


Christian  Peter  Lommen,  B.S 1906-1926 

George  Roger  Albertson,  M.D 1926-1931 

Augustus  Grote  Pohlman,  M.D 1932-1933 

Joseph  Christian  Ohlmacher,  M.D 1933-1946 

Donald  Horace  Slaughter,  M.D 1946-1952 

Walter  Leon  Hard,  Ph.D 1952-1966 

George  William  Knabe,  Jr.,  M.D 1966-1971 

Earl  Bernard  Scott,  Ph.D.,  Acting  Dean  . 1972-1973 
Karl  Heinrich  Wegner,  M.D 1973- 


VICE-PRESIDENTS  FOR  HEALTH  AFFAIRS 


Henry  Mack  Parrish,  M.D 1971-1973 

Karl  Heinrich  Wegner,  M.D 1973- 


BIBLIOGRAPHY 

1.  Ackerknecht,  Erwin  H,  A Short  History  of  Medicine. 
New  York,  1968. 

2.  Akeley,  Lewis  E,  This  Is  What  We  Had  In  Mind. 
Early  Memories  of  the  University  of  South  Dakota. 

Vermillion,  1959. 

3.  Churchill,  Edward  P,  Three  Thousand  Coyotes  and  I. 
Memoirs  of  a Zoology  Professor.  Vermillion,  1962. 

4.  Cummins,  Cedric  C,  The  University  of  South  Dakota 
1862-1966.  Vermillion,  1975. 

5.  Engel,  George  L,  Too  Little  Science.  The  Paradox  of 
Modern  Medicine’s  Crisis.  PHAROS,  October  1976. 

6.  Flexner,  Abraham,  Medical  Education  in  the  United 
States  and  Canada.  New  York,  1910. 

7.  Gerber,  BC,  et  al,  “Report  of  the  Medical  Education 
Study  Committee,”  State  Medical  Association,  1973. 

8.  Halter,  GR,  “Graduates  of  the  University  of  South 
Dakota  School  of  Medicine:  Their  Choice  of  Locale  of 
Practice.”  Ed.D.  Thesis,  Vermillion,  1972. 

9.  Hardin,  RC,  et  al,  “Report  on  Health  Science  Educa- 
tion.” 1971. 

10.  Hayes,  RH,  et  al,  “Report  of  the  Governor’s  Task  Force 
on  Medical  Education.”  November  1971. 

11.  House  and  Senate  Journals,  South  Dakota  Legislature, 
1890-1976. 

12.  Hoy,  Carl  B,  According  to  Hoy.  Memoirs  of  a Uni- 
versity Coach.  Vermillion,  1960. 

13.  Journal  Lancet,  1920-1948. 

14.  Journal  of  American  Medical  Association,  March  2, 
1963,  Vol.  183:  9. 

15.  Lewis,  Fay  Cashatt,  The  University  I Knew.  USD 
Memoirs.  1973. 

16.  Mills,  GW,  Fifty  Years  a Country  Doctor  in  South 
Dakota.  Wall,  South  Dakota,  1976. 

17.  Pahlas,  Clark  Jaye,  “The  History  of  the  South  Dakota 
State  Medical  Association,  1882-1956.”  M.A.  Thesis, 
Vermillion,  1956. 

18.  Regents  of  Education.  Minutes,  1890-1977. 

19.  Session  Laws  of  Dakota  and  of  South  Dakota,  1862- 
1976. 

20.  South  Dakota  Journal  of  Medicine,  1948-1977. 

21.  South  Dakota  State  Legislative  Research  Council.  “Med- 
ical Education  and  Health  Care  in  South  Dakota.  Re- 
port to  the  Governor  and  the  1974  Legislature”  (In- 
cludes Report  of  the  Special  Committee  on  Medical 
Education).  1973. 

22.  The  South  Dakotan,  Alumni  Quarterly,  1970-1976. 

23.  University  of  South  Dakota.  Catalog,  1882-1977. 

24.  University  of  South  Dakota  School  of  Medicine.  Bulle- 
tin, 1907-1977. 

25.  University  of  South  Dakota  School  of  Medicine.  “Gen- 
eral Information.”  1974. 

26.  University  of  South  Dakota  School  of  Medicine.  “Insti- 
tutional Self  Study.”  July  1976. 

27.  University  of  South  Dakota  School  of  Medicine.  USD 
Medicine,  1973-1977. 

28.  Volante,  1887-1977. 


The  South  Dakota  State 
Medical  Association  extends 
BEST  WISHES  to  the 
Charter  Graduates  of  the 
University  of  South  Dakota 
School  of  Medicine. 


The  South  Dakota  State  Medical  Association 
is  proud  of  its  participation  in  the  develop- 
ment of  the  four-year  degree  granting  school 
and  recognizes  the  many  hours  involved  by 
all  concerned  on  behalf  of  medicine  in  the 
state  of  South  Dakota. 


South  Dakota  State  Medical  Association 
608  West  Avenue,  North 
Sioux  Falls,  South  Dakota  57104 


CONGRATULATIONS 
NEW  DOCTORS! 


THOMAS  L.  ABELL  attended  the  University  of  South 
Dakota  and  graduated  from  Yale  University.  He  also  at- 
tended the  University  of  New  Mexico  and  Arizona  State 
University.  He  is  interested  in  internal  medicine  and  also 
is  the  behavioral  sciences  and  hopes  to  enter  private 
practice  here  in  the  midwest.  Tom  was  married  to  Margaret 
Tidd,  another  medical  student,  in  1974.  His  interests  in- 
clude spending  time  with  his  family,  old  cars,  music,  grow- 
ing plants  and  being  outdoors. 


BARTON  W.  ADRIAN  is  a graduate  of  MIT  where  he  did 
his  undergraduate  work  in  biology.  His  interest  in  humanity 
led  him  back  to  USD  School  of  Medicine.  “Medicine  is  a 
field  in  which  science  and  technology  are  directed  to  the 
goal  of  benefiting  people.”  He  met  Lois  Larson,  his  wife 
and  classmate,  while  rock  climbing  with  other  medical 
students.  Bart  plans  to  enter  pediatrics  where  he  sees  him- 
self both  as  a primary  care  physician  and  a specialist. 


LOIS  LARSON  ADRIAN  is  not  only  a member  of  the  first 
graduating  class  of  medical  doctors  in  South  Dakota,  she  is 
also  the  only  woman  among  the  graduates.  A native  of 
Canton,  she  came  to  the  School  of  Medicine  from  St.  Oalf 
College  where  she  earned  a bachelor  of  arts  degree  in 
chemistry  and  psychobiology. 


DAVID  E.  ATKINSON  graduated  from  the  University  of 
South  Dakota  in  biology.  He  has  interests  in  marine 
biology,  scuba  diving,  swimming,  reading,  bicycling  and 
tennis.  Future  goals  include  a family  medicine  practice  in  a 
medium-sized  midwest  city,  “where  open  country  and  good 
land  still  outnumbers  the  inhabitants.” 
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KEN  D.  AUGSPURGER,  a Miller  native,  graduated  from 
the  Michigan  State  University  with  a zoology  degree.  His 
academic  honors  include  Phi  Eta  Sigma,  and  Beta  Beta 
Beta. 


GERARD  L.  BOBELDYK  attended  Hope  College  and 
graduated  in  1973  with  a B.A.  degree  in  chemistry  and 
biology.  He  was  employed  as  a research  chemist  by  the  XLO 
Corporation  prior  to  entering  USD  School  of  Medicine. 
Waterskiing  is  his  favorite  form  of  relaxation. 
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JAMES  D.  CASSAT  completed  his  undergraduate  work  at 
USD  in  Vermillion  where  he  met  his  wife,  formerly  June 
Rabusch.  He  enjoys  playing  guitar  and  piano  and  has 
attempted  some  song-writing  and  some  recreational  sports. 
“If  it  weren’t  for  the  love  and  constant  support  of  my  family 
and  friends  and  especially  June,  I don’t  know  where  I’d 
be  right  now,  but  it  probably  wouldn’t  be  in  USD’s  first 
graduating  medical  school  class.”  He  has  found  it  a pleasant 
challenge  to  stay  in  Yankton  for  clinical  training  and  is 
pleased  with  the  amount  of  input  they  have  been  allowed 
in  this  pilot  program.  He  hopes  to  stay  in  South  Dakota 
for  his  residency  training. 


THOMAS  M.  CINK  graduated  from  USD  with  a B.S. 
in  Biology.  “In  my  freshman  year  of  medical  school,  I was 
on  the  Admissions  Board,  a very  difficult  but  interesting 
job.”  He  plans  to  do  either  a flexible  internship  or  a 
diagnostic  radiology  residency  next  year.  He  is  engaged 
and  plans  to  be  married  this  summer.  His  financee  is  a 
radiology  technologist  at  McKennan  Hospital,  Sioux  Falls. 
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SOUTH  DAKOTA 


CRAIG  S.  COLBERG  attended  South  Dakota  School  of 
Mines  and  Technology  and  the  University  of  South  Dakota. 
He  has  many  personal  interests  outside  of  medicine  in- 
cluding scuba  diving,  marine  and  dry  land  photography, 
tennis,  music,  and  motorcycling.  Future  plans  are  not 
definite  at  this  time  but  he  does  hope  to  specialize  and 
ultimately  practice  in  South  Dakota  or  another  of  the 
upper  Midwestern  states. 


ROBERT  W.  DAPPEN  is  a native  of  rural  Lucas,  South 
Dakota.  He  attended  the  University  of  South  Dakota  for 
three  years  before  entering  the  School  of  Medicine  and  is 
married. 
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RANDALL  P.  GRAFF  entered  the  School  of  Medicine 
after  obtaining  a bachelor  of  science  degree  in  math  from 
the  South  Dakota  School  of  Mines  and  Technology, 
Originally  from  Rapid  City,  he  enjoys  skiing  and  flying. 


THOMAS  J.  GRAU  is  enjoying  his  senior  year  very 
much  but  looking  forward  to  graduation.  He  plans  a 
residency  in  family  practice  and  is  considering  the  Black 
Hills  region  as  his  future  practice  site. 
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DAVID  W.  GWINN  was  bom  in  Ann  Arbor,  Michigan, 
late  on  the  night  before  his  father’s  Anatomy  final.  His 
grandfather  practiced  medicine  until  retirement  last  year  at 
the  age  of  79.  David  was  a national  merit  finalist  at  Rapid 
City  High  School  and  graduated  summa  cum  laude  from 
the  University  of  Denver.  He  has  always  combined  his 
academic  interests  with  a zest  for  outdoor  activity.  David 
enjoys  canoeing  on  the  Missouri  River,  iceskating  and  cross 
country  skiing.  He  plans  to  enter  the  field  of  internal 
medicine.  He  is  the  son  of  Dr.  and  Mrs.  C.  B.  Gwinn,  Rapid 
City. 


BRUCE  H.  HARLAN  attended  Augustana  College,  Sioux 
Falls,  where  he  majored  in  chemistry  and  biology.  His  free 
time  is  spent  fishing  and  camping  and  he  hopes  to  spend 
the  rest  of  his  life  “where  the  air  is  clean  and  the  people 
are  friendly.”  He  plans  to  enter  a primary  care  residency. 


DALE  A.  HOGEN,  a Lead  native,  was  awarded  a bachelor 
of  science  degree  in  wildlife  biology  from  South  Dakota 
State  University  in  1972.  He  is  married  and  enjoys  the 
outdoors. 


JAMES  R.  HORNING  was  a Distinguished  Military 
Graduate  of  the  University  of  South  Dakota  and  served 
as  an  intelligence  officer  in  Vietnam.  He  earned  a degree 
in  math  at  USD.  The  Watertown  native  is  married. 
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THOMAS  J.  HUBER  was  born  and  raised  in  Pierre.  He  was 
married  in  1973  to  the  former  Peggy  Rose  of  Pierre-Hayes. 
“Peg  and  I look  forward  to  a practice  of  family  medicine 
either  along  or  west  of  the  river  in  South  Dakota. 
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THOMAS  L.  JEWITT  has  interests  in  outdoor  sports,  read- 
ing, gardening  and  cooking.  He  plans  for  a psychiatry  resi- 
dency and  practice  for  four  to  five  years  in  the  Air  Force 
and  then  return  to  the  Black  Hills  area.  Some  day  he  would 
like  to  acquire  a small  ranch  in  Wyoming  or  Montana  for 
enjoyment  and  R&R. 


ELLISON  F.  KALDA  ni  entered  medical  school  after 
three  years  of  undergraduate  study  at  USD,  where  he  was 
a presidential  scholar  and  a member  of  Phi  Eta  Sigma. 
He  is  originally  from  Platte  where  his  father  is  a practicing 
physician. 


KIM  L.  KURVINK  grew  up  in  Pierre,  S.D.  and  attended 
USD,  earning  a B,S.  in  biology  after  his  first  year  of 
medical  school.  His  fourth  year  offered  numerous  oppor- 
tunities for  travel  and  a variety  of  elective  experiences  in 
medicine.  He  enjoys  jogging,  tennis,  water  sports,  and  his 
musical  specialty — playing  ragtime  piano.  He  plans  for  a 
residency  in  internal  medicine. 
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DOUGLAS  B.  MCMANUS  received  a bachelor  of  arts 
degree  from  Macalester  College  at  St.  Paul  in  1971.  He 
is  married  to  the  former  Darcy  Edgerton,  and  is  the  son 
of  Dr.  and  Mrs.  T.  B.  McManus  of  Cherokee,  Iowa. 


RODNEY  A.  MICHAEL  graduated  from  the  South  Dakota 
School  of  Mines  as  a chemical  engineer  in  1969.  He  worked 
as  a process  engineer  for  3M  in  St.  Paul  and  served  three 
years  in  the  Army.  Rodney  enjoys  the  outdoors,  especially 
skiing  or  backpacking,  and  he  also  likes  photography. 
Eventually  he  would  like  to  practice  general  Internal 
Medicine  in  western  South  Dakota  and  hopes  that  as  a 
practicing  physician  he  can  be,  “a  teacher,  a learner  and 
a help.” 


JOHN  C.  NORBECK  received  both  undergraduate  and 
graduate  degrees  at  the  University  of  South  Dakota.  Both 
John  and  his  wife,  Carol  (Dunn)  from  Sioux  Falls,  have 
enjoyed  their  being  able  to  finish  training  in  South  Dakota. 
John  believes  firmly  in  the  primary  importance  of  patient- 
doctor  trust,  faith  and  general  confidence — not  complicated 
multi-syllabic  words  and  technical  jargon.  Both  Carol  and 
John  are  anxious  to  begin  the  internship  year  at  William 
Beaumont  Army  Medical  Center  in  El  Paso,  Texas. 


ROGER  D.  OLSEN  graduated  from  the  South  Dakota 
School  of  Mines  and  Technology  with  a B.S.  in  electrical 
engineering.  He  also  spent  one  year  at  Augustana  College, 
Sioux  Falls,  in  pre-med.  Summer  jobs  include  two  summers 
in  Richland,  Washington  with  Donald  W.  Douglas  Labora- 
tories, who  specialize  in  biomedical  research  and  one  sum- 
mer at  Tripler  Army  Medical  Center  in  Honolulu,  Hawaii. 
He  is  presently  a first  lieutenant  in  the  Corps  of  Engineers 
ready  reserves.  His  hobbies  include  tennis  and  skiing.  He 
plans  a career  in  family  practice. 
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MICHAEL  G.  ORR,  Sioux  Falls,  attended  USD  for  three 
years  before  entering  the  School  of  Medicine.  He  was  a 
member  of  Phi  Eta  Sigma.  Now  married,  he  enjoys  music. 
He  is  the  son  of  Dr.  and  Mrs.  Russell  T.  Orr  of  Sioux 
Falls. 


RONALD  E.  PERSING,  while  earning  a degree  in  biology 
from  USD,  served  as  president  of  Phi  Sigma  and  was  a 
member  of  Pi  Mu  Epsilon  and  Phi  Beta  Kappa.  The 
Sioux  Falls  native  is  married. 


JOHN  F.  RINKE  is  from  Aberdeen  and  plans  to  practice 
Pediatrics  in  as  small  a community  as  is  practical.  “It’s 
not  the  challenge  of  the  University  Hospital  difficult  diag- 
nostic problems  or  the  complexity  of  certain  medical-surgical 
techniques  that  give  medicine  its  overwhelming  appeal.  It’s 
the  people  with  whom  the  physician  works  every  day.  It’s 
the  patients.” 


JOHN  C.  SALL  entered  the  School  of  Medicine  after 
earning  a bachelor’s  degree  in  the  humanities  from  St. 
John’s  University  in  Collegeville,  Minn.,  in  1969.  A Sioux 
Falls  native,  he  was  co-president  of  his  medical  school 
class. 
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HOWARD  L.  SAYLOR  III  was  born  and  raised  at  Huron, 
where  his  father.  Dr.  H.  L.  Saylor  Jr.,  is  a practicing  phy- 
sician. He  graduated  from  the  University  of  Iowa  in  1973 
with  a bachelor  of  science  degree.  He  hopes  to  pursue  a 
career  in  surgery  and  may  go  into  a surgical  subspecialty 
such  as  thoracic.  His  hobbies  include  golf,  tennis  and  skiing. 


RICHARD  A.  SCHMALTZ  was  born  and  raised  on  a 
farm  near  Roscoe.  He  attended  the  School  of  Mines,  and 
graduated  in  1973  from  the  University  of  South  Dakota 
with  a bachelor  of  arts  degree  in  biology.  He  will  begin  a 
surgical  residency  following  his  graduation  from  medical 
school.  Schmaltz  says  he  hopes  to  practice  medicine  in 
South  Dakota  because  he  enjoys  the  people,  the  outdoor 
recreation  and  the  “crime  and  pollution-free  atmosphere”. 


ROBERT  R.  SEIDEL  received  his  B.S.  degree  in  Chemistry 
from  USD.  His  home  town  is  Bison,  in  northwestern 
South  Dakota  where  his  parents  farm  and  ranch.  Bob’s 
hobbies  are  farming,  cattle  and  flying.  He  hopes  to  do  a 
family  practice  residency  in  Sioux  Falls  and  Rapid  City, 
and  then  return  to  western  South  Dakota  as  a family 
practitioner. 


MICHAEL  T.  SHAEFFER  received  a biology  degree  from 
USD  in  1973.  He  was  well  known  on  campus  as  “Charlie 
Coyote”. 
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HAROLD  F.  STENSBY,  a Selby  native,  was  a presidential 
scholar  at  USD,  where  he  received  a bachelor’s  degree  In 
chemistry  in  1973.  He  is  married  and  enjoys  horseback 
riding. 


HOWARD  L.  TICE  was  born  in  Pierre.  Now  a Vermillion 
resident,  he  entered  medical  school  after  attending  USD 
for  three  years.  His  future  plans  are  in  the  field  of  internal 
medicine.  In  his  spare  time  he  enjoys  tennis. 


HP* 


LARRY  B.  VANDER  WOUDE  attended  undergraduate 
school  at  USD.  “For  as  long  as  I can  remember,  I’ve  always 
wanted  a career  in  medicine  and  am  interested  in  entering 
family  practice  in  a rural  community  in  the  Midwest.  His 
wife,  Gail  is  also  from  a rural  community  and  they  have 
a 71/2  month  old  son.  Brad.  “I’m  especially  interested  in  the 
variety  of  medical  problems  encountered  in  family  practice, 
as  well  as  developing  a close,  personalized  type  of  care 
for  patients.” 


LARRY  A.  WEITZENKAMP  graduated  from  the  Univer- 
sity of  Nebraska  with  a Ph.D.  in  electrical  engineering  in 
1968.  His  professional  career  before  entering  medical  school 
included  Advanced  Electronic  Development  and  General 
Dynamics,  Fiber  Surface  Research  at  Dupont,  and  professor 
at  the  South  Dakota  School  of  Mines  and  Technology,  with 
several  summers  of  research  at  Space  Science  Laboratory 
at  George  C.  Marshall  Space  Flight  Center.  Following  a 
family  practice  residency  and  a tour  in  the  Air  Force,  he 
intends  to  return  to  the  Black  Hills,  which  he  and  his 
family  consider  home. 
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HOWARD  T.  WELLS,  a Brookings  native,  attended  South 
Dakota  State  University  where  he  earned  a bachelor  of 
science  degree. 


PATRICK  J.  WENDT,  a Brandon  native,  received  a 
bachelor  of  science  degree  in  biology  from  USD  in  1973. 


KIM  L.  WILDE  was  a presidential  scholar  and  a member 
of  Phi  Eta  Sigma  at  USD  before  entering  the  School  of 
Medicine.  He  is  a native  of  Freeman. 
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“SO  YOU  WANT  TO  BE  A DOCTOR” 


by 

Marlin  Lamb* 


So  you  want  to  be  a doctor.  What  makes  you 
think  you  want  to  be  a doctor?  Is  it  the  glamour, 
prestige,  and  money?  Or  is  it  some  strong  desire 
to  work  with  people  and  relieve  their  suffering?  Or  is 
it  maybe  because  you  think  South  Dakota  needs 
better  health  care  and  this  is  the  best  way  you  can 
think  of  to  cause  this  to  come  about?  These  are 
only  a few  of  the  factors  which  drive  a person 
toward  medical  school.  For  whatever  reasons  a 
person  decides  on  medicine  for  a career  his  con- 
viction must  be  strong.  The  requirements  are  prob- 
ably the  most  difficult  of  all  the  preprofessional 
fields.  The  competition  is  tough.  Everything  you  do 
or  think  about  is  centered  on  your  acceptance. 

Whenever  you  ask  a doctor  about  the  most  dif- 
ficult part  of  his  life,  the  answer  is  almost  always 
the  undergraduate  years.  The  pressure  is  on  you 
from  the  time  you  register  as  a freshman.  I remem- 
ber mine  in  the  summer  of  ’72.  The  first  question 
I was  asked  by  the  little  old  lady  at  the  table  in 
the  Union  was  what  my  major  was.  I answered 
proudly,  “Premed.”  She  looked  up  and  smiled  and 
with  a knowing  twinkle  in  her  eye  she  informed  me 
that  there  was  no  such  major  as  an  undergraduate. 
My  confidence  faded  fast.  She  then  recommended 
that  I choose  either  chemistry  or  biology.  “Well  gee, 
I don’t  know,”  I replied.  She  glanced  at  the  long 
line  behind  me  and  said,  “Why  don’t  you  try 
chemistry.”  So  I sheepishly  agreed  and  went  on. 

College  can  be  the  most  carefree  and  fun  time  of 
a person’s  life.  A multitude  of  activities  are  avail- 
able to  students  newly  freed  from  their  parents 
watchful  eyes.  Dances,  concerts,  movies,  bars,  fra- 
ternities, dating,  and  just  goofing  around  make 
school  one  big  party.  The  premed  student  soon 
realizes  that  these  are  theoretically  enjoyable,  but 
practically  impossible.  I don’t  know  exactly  how 
many  freshmen  considered  themselves  premed  but  I 


*First  Year  Student,  USD  School  of  Medicine,  Vermillion, 
S.D. 


do  know  that  after  general  chemistry  and  biology 
there  were  a lot  less.  After  organic  chemistry  there 
were  fewer  yet.  Less  than  half  of  those  people  who 
raised  their  hand  in  biology  that  day  to  declare 
themselves  premeds  ever  took  the  MCAT’s  and 
actually  applied  to  a medical  school.  And  then 
comes  the  toughest  time  of  all.  You’ve  laid  all  your 
cards  on  the  table  and  you  hope  you've  given  your 
best  effort.  You’ve  submitted  your  GPA  and  MCAT 
scores.  You’ve  carefully  chosen  your  references.  You 
dressed  up  and  sweated  through  your  interview 
where  the  first  question  you  were  asked  was  “Why 
do  you  think  you  would  make  an  outstanding 
physician?” 

Now  all  you  can  do  is  wait.  The  acceptance 
letters  are  sent  out  the  15th  of  every  month  starting 
in  December.  You  should  have  it  by  the  16th. 
The  16th  is  a rough  day  to  get  through.  The  mail- 
man finally  comes  and  goes.  You  work  up  your 
courage  and  open  the  mail  box.  It’s  empty.  Not 
even  an  advertisement.  You  get  a sinking  sensa- 
tion, but  at  least  the  pressure  is  off  until  next 
month.  Then  finally  it  comes.  There  is  a letter  in 
the  mailbox  with  the  symbol  of  the  medical  school 
on  it. 

Your  heart  rate  rises  as  your  sympathetic  nervous 
system  takes  control  of  your  body.  You’ve  spent  the 
biggest  share  of  your  life  building  up  to  this  moment. 
The  letter  you  are  now  holding  in  your  hand  could 
determine  what  you  will  be  for  the  rest  of  your 
life.  You  remember  a friend  of  yours  who  already 
got  a similar  letter  in  an  identical  envelope.  How- 
ever, his  letter  began  with,  “I  am  sorry  to  inform 
you  . . .” 

Something  happens,  suddenly  you  feel  lighter. 
Some  heavy  burden  has  been  lifted  from  you.  Some- 
thing that  has  been  there  so  long  that  you’ve  almost 
accepted  it  as  part  of  your  life.  It’s  that  gnawing 
feeling  that  you  wake  up  with  every  morning.  The 
wondering  if  you’re  working  hard  enough,  and 
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whether  you’ll  make  it.  Only  now  do  you  con- 
sciously notice  it  by  its  sudden  absence. 

And  now  everything  you’ve  put  up  with  seems 
worthwhile.  But  your  happiness  is  mixed  with  a 
sadness  and  a little  guilt  because  you  know  of 
other  people,  good  friends  of  yours  who  went 
through  everything  you  did,  and  you  know  they 
would  make  fine  doctors,  but  they  didn’t  get  ac- 
cepted. You  find  yourself  avoiding  these  people 
because  of  your  guilt  or  whatever. 

But  now  the  pressure  is  off.  The  work  load  in 
medical  school  greatly  exceeds  the  work  load  of 
undergraduate  school,  but  you’ve  been  well  prepared 
and  are  willing  to  spend  the  extra  hours  it  requires. 
Your  doubts  are  behind  you.  Your  confidence  is 
restored.  Now  only  hard  work  lies  between  you  and 
your  goal. 


Pop’s  Proverbs 

Eat,  drink  and  be  merry,  for  tomorrow  you  may 
find  out. 


CONFERENCES  FOR 
MEDICAL  PROFESSIONALS 

Over  500  listings  of  national /international 
meetings,  conferences  and  seminars  in  the 
medical  sciences  for  1977.  Send  a $10.00 
check  or  money  order  payable  to: 

Professional  Calendars 
P.O.  Box  40083 
Washington,  DC  20016 


THE  YANKTON  CLINIC , P.  A. 


acknowledges  South  Dakota's  achievement 
in  providing  medical  education  within 
our  state  and 

CONGRATULATES  THE  FIRST  GRADUATES 

of  the  four  year 
USD  School  of  Medicine 


INTERNAL  MEDICINE 

T.  H.  Saltier,  M.D. 

R.  F.  Thompson,  M.D. 

R.  I.  Porter,  M.D. 

W.  W.  Quick,  M.D. 

OBSTETRICS  AND  GYNECOLOGY 

Brooks  Ranney,  M.D. 

R.  R.  Thornton,  M.D. 

D.  R.  Holzwarth,  M.D. 

CLINIC  MANAGER 

S.  A.  Braastad 


YANKTON  CLINIC  P.  A. 

400  PARK  AVENUE 
YANKTON,  SOUTH  DAKOTA  57078 


PEDIATRICS 

W.  F.  Stanage,  M.D. 
C.  Isburg,  M.D. 

P.  Bunger,  M.D. 

GENERAL  SURGERY 

C.  B.  McVay,  M.D. 

L.  E.  Savage,  M.D. 

K.  Halverson,  M.D. 

LABORATORY 

J.  G.  Heemstra,  M.S. 
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CLERKSHIPS  AT  BROOKINGS 


by 

Bemie  Hunhoff* 


Thirteen  seniors  from  the  USD  School  of  Medi- 
cine signed  up  for  clerkships  at  Brookings  in  the 
first  year  of  the  clerkship  program  in  South  Dakota, 
and  both  doctors  and  students  found  the  experience 
to  be  worthwhile. 

Doctors  at  the  Brookings  Clinic  offered  clerk- 
ships in  hospital  family  medicine,  rural  family  medi- 
cine, sports  medicine,  obstetrics-pediatrics  and  in- 
ternal medicine. 

Clerkship  supervisors  are  Dr.  Bruce  Lushbough, 
Dr.  Saul  Friefeld,  Dr.  Robert  Shaskey,  Dr.  Charles 
Roberts  and  Dr.  Curtis  Wait.  However,  like  most 
clerkships  in  South  Dakota,  all  the  physicians  in 
the  community  became  involved  in  teaching. 


Figure  1 

Dr.  Robert  Shaskey,  left  and  Dr.  Bruce  Lushbough,  right, 
gave  these  three  medical  students  a tour  of  the  radiology 
department  at  the  Brookings  Clinic.  The  students,  (from 
left)  Lois  Larson  Adrian,  Howard  Tice  and  Richard 
Schmaltz,  were  all  taking  clerkships  at  Brookings. 

This  “community-based”  concept  of  training 
medical  students  naturally  reduces  the  cost  of  a 
medical  education  since  it  eliminates  the  need  for 
an  expensive  university  hospital.  But  there  is  an 
added  advantage;  it  gives  aspiring  doctors  an  op- 
portunity to  see  mostly  non-hospitalized  patients, 


* Public  Information  Director,  USD  School  of  Medicine, 
Vermillion,  SD. 


the  kind  that  will  make  up  the  majority  of  their 
work  once  they  actually  enter  practice. 


Figure  2 

When  Mike  Johnson,  center,  cut  his  hand,  he  got  the 
attention  of  not  only  Dr.  Joseph  Primrose,  a Brookings 
physician,  but  also  Richard  Schmaltz,  a USD  student. 


Figure  3 

Even  while  undergoing  their  “on  the  job”  clerkship  train- 
ing, medical  students  find  books  to  be  helpful.  Pictured  is 
USD  senior  Howard  Tice,  Sioux  Falls,  with  two  Brookings 
physicians.  Dr.  Curtis  Wait,  center,  and  Dr.  Bruce 
Lushbough. 
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Howard  Tice,  a Sioux  Falls  senior,  said  his  ex- 
perience with  patients  at  Brookings  was  invaluable. 
“In  the  clinic  we  see  the  patient  and  make  an 
evaluation  of  his  or  her  problem.  We  make  a recom- 
mendation on  how  we  would  handle  that  situation 
and  then  the  physician  and  the  student  see  the  pa- 
tient together.  It’s  a good  learning  experience.” 


Figure  4 

Lois  Larson  Adrian,  a senior  medical  student  from  Can- 
ton,  checks  Beulah  Finley  of  Brookings. 


Figure  5 

Lois  Larson  Adrian,  Richard  Schmaltz  and  Howard  Tice 
(from  left)  chatted  in  the  hallway  of  the  Brookings  Clinic. 

Dr.  Lushbough  said,  “I  look  at  the  clerkship 
program  as  a benefit  I wish  I had  in  Medical 
School  because  it  gives  the  students  a chance  to  see 
patients  in  the  hospital  and  clinics  in  a community 
setting.  We’ve  really  enjoyed  working  with  the 
medical  students  and  we’re  looking  forward  to  many 
years  of  association  with  the  clerkship  program  at 
USD.” 

Dr.  Lushbough  said  the  fact  that  the  Brookings 
Clinic  is  a multi-specialty  facility  is  an  asset  to 
students.  “This  allows  them  to  see  how  family  prac- 
titioners can  work  with  other  specialists  in  a clinic 
setting.”  The  Brookings  physician  noted  that  the 


Figure  6 

Richard  Schmaltz,  a senior  medical  student,  took  a com- 
bination pediatrics-obstetrics  clerkship  at  Brookings.  He  is 
pictured  as  he  listened  with  a fetascope  to  the  heart  sounds 
of  an  unborn  child. 


Figure  7 

Lois  Larson  Adrian  took  advantage  of  a spare  moment 
to  take  classmate  Howard  Tice’s  blood  pressure. 

location  of  the  clinic,  next  to  the  61 -bed  hospital, 
is  also  an  advantage  for  the  students.  Living  quarters 
are  provided  by  the  clinic. 

Although  the  Brookings  physicians  are  the  pri- 
mary instructors  at  the  clerkships,  the  entire  medical 
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community,  including  the  patients,  become  involved 
in  the  education  process. 

Lois  Larson  Adrian,  Canton,  another  senior  who 
spent  a clerkship  at  Brookings  said  the  staff  and 
patients  were  an  important  part  of  her  training. 
“There  was  good  patient  acceptance  and  the  nurses 
and  entire  staff  at  the  hospital  and  clinic  were  great 
to  work  with.  Everyone  was  very  helpful.” 


frank 

stinson 

Now  leasing  both  cars 
and  trucks  to  help 
solve  your  total 

transportation  needs 
in  a professional 

manner. 

Contact:  Al  Borgen 

4200  WEST  TWELFTH 

P.  O.  DRAWER  P 

SIOUX  FALLS,  SOUTH  DAKOTA  57101 

(605)  336-1700 

The  Staff  Of 
St.  Benedict  Hospital 
Parkston,  South  Dakota 


Congratulates  The  First 
Graduates  Of  The  University 
Of  South  Dakota  School  Of 
Aledicine. 


You  need  us 
for  the  same  reasons 
your  patients 
need  you. 


You're  sought  out  for  your  skills,  your  experience, 
your  expertness  in  your  field,  because  you're  a 
professional.  So  when  your  family's  financial  future 
is  at  stake,  and  you  need  help  in  planning  that 
future  . . . doesn't  it  make  sense  to  seek  out  the  same 
degree  of  professionalism?  Of  course  it  does. 

Together  we  can  review  the  many  options  you  might 
exercise  in  your  estate  and  tax  planning.  Options 
like:  trusts  under  will,  living  trusts,  short-term  trusts, 
or  life  insurance  trusts.  We  can  create  a solid, 
sound  estate  plan  that  exactly  custom-fits  your 
needs.  Both  present  and  future. 

Just  call  your  attorney  to  get  things  started. 


#FirstSiouxFalls 

Growing  with  you  ...  all  the  way 


MAIN  OFFICE  • EXPRESS  BANK  • WESTERN  MALL  BRANCH 
INDUSTRIAL  BRANCH  . EMPIRE  BRANCH 

The  First  National  Bank  in  Sioux  Falls  Member  F.D.I.C. 
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| The  Rapid  City  Medical  Center 

| RAPID  CITY,  SOUTH  DAKOTA  57701 


Congratulates  The  University  of 
South  Dakota  School  of  Medicine 

and 

The  Members  of  The  First  Graduating  Class! 
From  The  Four  Year  Degree  Granting  School! 


PEDIATRICS 

J.  D.  Bailey,  M.D.,  F.A.A.P. 

F.  P.  Kwan,  M.D.,  F.A.A.P. 

S.  L.  Mortimer,  M.D. 

INTERNAL  MEDICINE 
D.  A.  Bergeron,  M.D.,  F.A.C.P. 

L.  P.  Ebbert,  M.D. 

W.  J.  Howard,  M.D. 

J.  P.  McDonald,  M.D. 

M.  P.  Merryman,  M.D.,  F.A.C.P. 

K.  A.  Vogele,  M.D. 

SURGERY 

P.  M.  McGuigan,  M.D.,  F.A.C.S. 


DERMATOLOGY 

G.  H.  Arnold,  M.D. 

H.  J.  Hare,  M.D. 

GASTROENTEROLOGY 

K.  A.  Vogele,  M.D. 

CARDIOLOGY 
J.  P.  McDonald,  M.D. 

HEMATOLOGY-ONCOLOGY 

L.  P.  Ebbert,  M.D. 

NUCLEAR  MEDICINE 
D.  A.  Bergeron,  M.D.,  F.A.C.P. 

PULMONARY  MEDICINE 
W.  J.  Howard,  M.D. 
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JUNIOR  PRECEPTORSHIP  IN  HURON 


by 

Larry  LeMaster* 


It  was  the  end  of  my  second  year  of  medical 
school  and  like  everyone  else  I was  exhausted  and 
frustrated.  Cramming  and  taking  tests  for  two  years 
had  taken  its  toll  on  me.  It  seems  like  we  were  all 
beginning  to  wonder  how  difficult  it  would  be  to 
find  employment  as  forest  rangers,  hospital  order- 
lies, or  anything  to  keep  from  experiencing  any 
more  grueling  ordeals  with  books  and  tests.  Enter 
the  eternal  dangling  carrot,  that  little  reward  or 
stimulus  that  refreshes  our  outlook  and  fuels  our 
attitudes  to  enable  us  to  get  through  more  arduous 
times  of  studying  and  training.  The  preceptorship 
program  was  my  such  reward  and  stimulus.  The 
preceptorship  program,  for  those  who  are  unfamiliar 
with  it,  is  somewhat  of  a tradition  that  consists  of 
the  preceptor,  who  is  ideally  a practicing  rural  phy- 
sician willing  to  take  a naive  medical  student,  the 
preceptee,  under  his  wing,  and  educate  him  or  her 
as  to  the  subtleties  of  being  a physician.  These 
subtleties  run  the  spectrum  from  handling  the  cash 
register  to  sweet  talking  lonely  little  old  ladies  that 
seek  the  healing  hand  for  all  that  ails  them. 

My  preceptor  was  Dr.  Fred  Leigh,  a likeable  and 
seasoned  pipe  smoking  veteran  who  impressed  me 
as  having  a mystical  grasp  on  both  the  art  and 
science  of  medicine.  Dr.  Leigh  is  a distinguished 
looking  gentleman,  always  well  dressed  and  with 
just  enough  grey  in  his  hair  to  command  respect 
from  anyone  who  comes  in  contact  with  him.  At 
first  I was  dubious.  Upon  arrival  at  the  hospital 
I was  given  a formal  schedule,  my  entire  stay  ap- 
peared to  be  programed  as  to  what  I would  be 
doing,  hour  by  hour,  to  include  meetings  at  lunch 
with  church  groups  and  Wednesday  afternoons  on 
the  farm.  I began  to  think  I was  back  at  West 
Point,  but  even  there  we  had  Sunday  afternoons  off. 
I asked  the  nun,  who  had  made  up  the  schedule; 
she  smiled  and  said  that  Dr.  Leigh  had  made  it  up 
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especially  for  me.  I thanked  her  and  told  her  that 
was  certainly  thoughtful  of  him. 

Next,  my  roommate  and  I were  led  to  our  rooms 
on  the  fifth  floor  of  the  hospital.  Gary  and  I looked 
at  each  other  in  disbelief.  Personally,  hospitals 
scared  me,  I thought  only  sick  people  stayed  in 
them,  and  although  I was  getting  sicker  by  the 
moment,  I really  was  quite  healthy.  Besides,  what  if 
some  well  meaning  nurse  accidently  confused  room 
numbers  and  came  into  my  room  during  the  middle 
of  the  night  and  stuck  me  with  one  of  those  long 
sharp  needles  hospitals  are  infamous  for  using  on 
their  patients.  That  thought  convinced  me.  I was 
soon  on  the  phone  to  Dr.  Leigh  asking  him  if  he 
was  aware  of  our  accommodations.  Yes,  he  was 
aware  of  the  situation,  but  in  a soothing  voice  he 
assured  me  that  the  hospital  staff  knew  who  we 
were  and  suggested  that  we  try  it  for  a couple  of 
days  with  an  open  mind.  He  was  right.  The  accom- 
modations worked  out  well.  We  were  treated  like 
guests  of  honor.  The  older  women  treated  us  like 
their  boys  down  in  room  517  and  offered  us  room 
service,  breakfast  in  bed  and  practically  anything 
to  make  our  life  easier.  The  younger  ladies  were  all 
giggles  and  smiles  and  equally  as  helpful.  The  entire 
staff  went  out  of  their  way  to  make  our  experience 
pleasurable. 

Bright  and  early  the  first  Monday  morning  I met 
with  Dr.  Leigh,  immediately  liked  him  and  my  fears 
vanished.  He  was  quick  to  point  out  that  the 
schedule  was  only  a guideline  and  also  served  to 
impress  Loren  (Dr.  Loren  Amundson  is  the  overall 
program  director).  We  then  proceeded  to  go  on 
rounds  and  finished  the  day  seeing  patients  in  the 
office.  Under  Dr.  Leigh’s  watchful  eye  I enjoyed 
examining  sick  and  healthy  babies  for  the  next 
couple  days.  On  Wednesday,  my  bread  and  butter 
day  arrived.  At  long  last  I was  truly  to  earn  my 
keep.  This  is  the  day  I was  scheduled  to  accompany 
Dr.  Leigh  to  his  farm.  On  the  drive  to  the  farm 
Dr.  Leigh  informed  me  of  some  things  we  had  to 
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accomplish  on  the  farm,  these  included:  1)  dig  post 
holes;  2)  fix  the  fence;  3)  repair  the  mail  box; 
4)  harvest  wild  asparagus;  5)  design  and  build  a 
water  system  to  deliver  water  from  an  outside  well 
to  a farmhouse,  to  mention  only  a few.  He  later 
admitted  to  me  that  he  didn’t  know  how  he’d  ever 
keep  the  farm  going  if  he  was  sent  a female  medical 
student.  I was  quick  to  point  out  that  most  of  our 
female  counterparts  were  about  as  strong  as  we 
are,  and  certainly  make  up  for  it  with  determination. 

I could  go  on  and  on  telling  you  of  my  fond 
memories  of  Huron.  My  preceptorship  was  indeed 
a pleasurable  experience.  I owe  many  thinks  to  Dr. 
Leigh  and  the  other  folks  who  made  my  stay  so 
wonderful.  Talking  to  my  classmates  informed  me 
that  most  of  them  also  had  similar  feelings! 


Pop’s  Proverbs 

Maturity  changes  one’s  sense  of  values,  age 
evaluates  it. 


ta  i/te 

TTt.  “D.  77  ^'laduate^ 

t&e 

Ttniv&iiitty  SautA 

'Da&ota  SeAocC 

7}ieclicine 

‘TH&n&Uat 

^ectyietd,  Sout& 


CONGRATULATIONS  GRADUATES! 

For  the  first  time  in  the  history  of  South  Dakota  the  University 
of  South  Dakota  School  of  Medicine  will  graduate  39  Doctors  of 
Medicine. 


The  Landmann-Jungman  Memorial  Hospital , Scotland , South  Dakota , 
extend  best  wishes  to  the  graduates  in  their  postgraduate  train- 
ing and  encourages  each  to  establish  his  medical  practice  in 
South  Dakota  where  the  need  is  great  and  the  opportunities 
unlimited. 
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A SENIOR  ELECTIVE  IN  INTERNAL  MEDICINE 


by 

Thomas  Grau* 


My  senior  year  began  with  a six-week  clerkship  in 
internal  medicine.  I chose  this  elective  as  my  first 
clerkship  because  I thought  it  would  give  me  a firm 
basis  in  medicine,  which  would  be  valuable  through- 
out the  year  in  my  other  specialty  clerkships. 

My  clerkship  director  and  “rounder”  was  a Sioux 
Falls  internist,  Dr.  John  W.  Donahoe.  I would  like 
to  take  this  opportunity  to  thank  Dr.  Donahoe  for, 
what  I feel,  was  an  excellent  job,  both  in  providing 
valuable  clinical  skills,  as  well  as  a great  source  of 
knowledge  and  experience.  In  six  short  weeks  I 
came  to  further  respect  Dr.  Donahoe,  and  also  now 
consider  him  a trusted  friend.  Thanks  Dr.  “Jack.” 

The  entire  clerkship  was  based  on  the  guidelines 
established  by  the  Head  of  the  Internal  Medicine 
Department,  Dr.  Robert  Talley.  Essentially  this 
clerkship  was  intended  to  provide  out-patient  ex- 
perience in  internal  medicine  (the  required  twelve- 
week  internal  medicine  clerkship  in  the  junior  year 
provides  entirely  in-patient  experience). 

The  goals,  then,  are  to  teach  the  student  how  to 
treat  such  conditions  as  diabetes  mellitus,  hyper- 
tension, chronic  obstructive  lung  disease,  congestive 
heart  failure,  etc.,  on  an  out-patient  basis.  Although 
I made  rounds  with  Dr.  Donahoe  on  his  hospital- 
ized patients,  the  major  emphasis  was  on  those  pa- 
tients we  saw  in  the  office,  or  hospitalized  patients 
seen  initially  in  the  office. 

In  addition  to  this  clinical  experience,  a rather 
indepth  search  of  current  literature  on  selected 
topics  was  required.  Seven  topics  were  provided, 
with  several  objectives  each,  and  the  student  was  to 
choose  four  of  the  seven  on  which  to  do  extensive 
reading,  as  well  as  answering  the  required  objectives. 
The  individual  objectives  covered  such  things  as 
diagnosis,  treatment,  follow-up,  and  controversial 
methods  of  management.  The  seven  topics  were 
diabetes  mellitus,  chronic  obstructive  lung  disease, 
hypertension,  congestive  heart  failure,  peptic  ulcer 
disease,  asthma,  and  rheumatoid  arthritis.  The  four 
that  I chose  were  the  first  four  of  those  just  listed. 
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Although  these  research  projects  required  a con- 
siderable amount  of  time,  I feel  that  it  was  basically 
time  well  spent.  Although  I by  no  means  became 
an  “expert,”  I think  I have  a much  better  under- 
standing in  these  areas  and  am  much  more  com- 
fortable with  the  management  of  patients  with  these 
problems. 

Another  requirement  was  to  identify  a particular 
educational  need  at  your  practice  site,  and  determine 
how  that  need  might  be  fulfilled.  To  approach  this 
requirement,  I started  out  with  a few  basic 
premises:  1)  the  majority  of  South  Dakota’s  phy- 
sicians are  family  or  general  practice  oriented;  2) 
the  rapid  advance  in  medicine  makes  it  a difficult 
task,  even  for  specialists  in  a particular  field,  to 
keep  totally  abreast  on  current  methods  of  diagnosis 
and  management.  It  would,  therefore,  be  an  im- 
possibility for  a family  practitioner  to  keep  fully 
current  in  a wide  variety  of  fields. 

In  order  to  determine  areas  of  educational  need 
for  family  physicians  in  South  Dakota,  I sent  a letter 
to  nearly  all  family/general  practitioners  in  the 
Sioux  Falls  area  inquiring  as  to  what  they  felt  was 
their  most  important  educational  need  in  relation- 
ship to  their  practice.  I also  inquired  as  to  how 
they  felt  that  need  could  be  fulfilled. 

The  response  to  the  letter  was  very  good,  and 
nearly  all  stated  that  medical  “pearls”  from  the 
various  specialties  was  what  they  could  benefit  from 
the  most.  Nearly  three-fourths  of  these  also  said 
that  they  would  like  to  receive  this  information  via 
didactic  lectures  and  conferences. 

Just  such  conferences  are  available  in  Sioux  Falls, 
sponsored  by  both  Sioux  Valley  and  McKennan 
hospitals,  so  it  seems  as  though  our  medical  com- 
munity is  trying  to  fulfill  this  important  need. 

In  summary,  I would  like  to  say  that  I very 
much  enjoyed  my  clerkship  in  internal  medicine  (as 
I have  my  entire  senior  year),  and  felt  that  it  was 
a very  beneficial  part  of  my  education.  Again,  I 
would  like  to  thank  Dr.  Donahoe  for  the  important 
part  he  has  played  in  my  efforts  to  become  a 
physician. 
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1977  Charter  Class 
University  Of  South  Dakota 
School  Of  Medicine 


SOUTH  DAKOTA  S FINEST 


BROWN  CLINIC 

506  FIRST  AVENUE  SOUTHEAST 
WATERTOWN,  SOUTH  DAKOTA  57201 
AREA  CODE  605  886-8482 


MAURICE  C ROUSSEAU  M D | 
JOHN  J STRANSKY  M 0 I 

GERALD  E TRACY  M 0 3 

TJWRAGEJRMD  | 

JAMES  C LARSON  M 0 3 

JOHN  E RITTMANN  M D | 

W NICOL  GUDDAL  M 0 | 

NORBERT  NEISEN  ADMIN  I 
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The  authors  define  normal  and  ab- 
normal or  pathological  grief  and  de- 
scribe a case  which  presents  with  psy- 
chotic symptoms  in  the  first  few 
weeks  of  the  grieving  period.  Normal 
grief  is  characterized  as  shock,  disbe- 
lief, sorrow,  guilt,  suffering,  and  inner 
pain  leading  to  a disruption  in  familiar 
patterns  of  conduct.  Pathological  grief 
is  said  to  occur  when  the  emotional 
loss  is  not  “worked  through.”  Since 
this  may  masquerade  as  hostility,  with- 
drawal, agitated  depression,  psychoso- 
matic illnesses,  or  unwise  decision- 
making, the  diagnosis  of  pathological 
grief  is  often  difficult  but  critical  be- 
cause the  correct  treatment  for  agi- 
tated depression  and  pathological  grief 
differ.  The  treatment  of  normal  grief 
is  contrasted  with  treatment  of  depres- 
sion and  pathological  grief. 


GRIEF:  A Difficult  Resolution 

Grief  is  defined  in  Webster’s  Third  International 
Dictionary  as  “emotional  suffering  caused  by 
bereavement”  and  bereavement  as  “the  loss  of  a 
loved  one  by  death.”  Normal  grief  is  a well  defined 
and  recognized  syndrome  consisting  of  psychologic 
and  somatic  symptoms  which  include  preoccupation 
with  the  image  of  deceased,  seemingly  inappropriate 
hostile  reactions  toward  doctors  and  others,  and  a 
change  in  familiar  patterns  of  conduct  such  as  rest- 
lessness, irritability,  and  inability  to  carry  on  cus- 
tomary “social  pleasantries.”  The  somatic  symptoms 
include  easy  fatigability,  empty  feelings  in  the  chest 
and  abdomen,  dyspnea  and  a sighing  hyperventila- 
tion, anorexia,  insomnia,  and  a “lump  in  the  throat.” 
The  psychological  symptoms  are  at  first  shock 
and  disbelief  followed  by  sorrow,  regret,  guilt,  suf- 
fering, loneliness,  and  inner  pain.  There  is  also  inner 
preoccupation  with  the  lost  love-object.1  (See 
Table  1) 

Table  1 

Normal  Grief  Process 

1.  Impact  or  Shock  Phase 
— lasts  for  hours 

— stunned  silence,  denial,  hysterical  outbursts 

2.  Recoil  Phase  (Turmoil) 

— lasts  for  a few  days 

— depressive  symptoms  (sadness,  somatic  symptoms,  un- 
reality, preoccupation  with  deceased,  guilt,  hostility, 
acting  out) 

3.  Adjustment  Phase 

— lasts  for  several  weeks 
— adaptation  to  environment 

4.  Reconstruction  Phase 

— lasts  for  several  months 
— builds  new  relationships 
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GRIEF:  A CASE  REPORT 


by 

Lois  Larson  Adrian* 
and 

William  C.  Fuller,  M.D.** 


“Normal”  grief  is  limited  to  one  year;  the  acute 
symptoms  generally  lasting  4-6  weeks. 

Pathological  or  prolonged  grief  is  a complication 
of  the  normal  grief  reaction  in  which  the  patient 
does  not  work  through  his/her  feelings  toward  the 
loss  of  a loved  one  and  therefore  is  not  able  to 
overcome  the  emotional  loss.  (See  Table  2)  There 
may  be  prominent  associated  ideas  of  guilt  and  self- 
blame.2 In  some  cases  the  patient  will  have  no 
insight  into  the  cause  of  his/her  depression  or 
anger.  This  may  occur  in  the  case  of  spontaneous 
abortion.3  Factors  commonly  associated  with  patho- 
logical grief  include  an  ambivalent  relationship 
between  the  patient  and  the  lost  love-object,  un- 
expected death,  external  events  that  mitigate  against 
the  expression  of  feelings  of  loss,  and  an  absence 
of  mourning  at  the  normal  and  expected  times.  The 
patient  may  be  kept  from  mourning  by  either  in- 
ternal or  external  inhibitions.  External  inhibitors 
may  include  the  mourners’  preoccupation  with 
“practical”  behavior  surrounding  the  event  of  the 
loss  but  not  directly  connected  to  the  emotional  loss, 
i.e.  arrangements  for  the  funeral,  legal  arrangements. 

Table  2 

Unresolved  or  “Pathological”  Grief 

1.  Assuming  symptoms  of  the  last  illness  of  the  deceased 

2.  Developing  psychosomatic  illnesses  such  as  ulcerative 
colitis,  rheumatitis,  arthritis  or  asthma 

3.  Serious  hostility  against  specific  people,  sometimes  the 
physician  or  others  “should  have  prevented  the  death” 

4.  Complete  withdrawl  from  people  and  absence  of  any 
emotional  display 

5.  Agitated  depression  with  hallucinations  and  psychotic 
symptoms 

6.  Complete  changes  in  relationships  with  people,  often 
times  jumping  into  new  relationships  and  deserting  old 
friends 

7.  Unwise  social,  business,  and  professional  decisions 
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Internal  inhibitions  include  learning  to  keep  feelings 
inside  and  bottled  up.  This  is  often  taught  in  child- 
hood especially  in  men,  i.e.  “big  boys  don’t  cry.”4 

Suicidal  death  may  particularly  predispose  to 
pathologic  grief  for  in  the  case  of  suicide  it  is  often 
much  more  difficult  for  the  mourners  to  accept  it 
without  feelings  of  guilt,  self-blame,  remorse,  or 
anger  toward  the  deceased.  Besides  being  a sudden, 
unexpected  death,  community  reactions  may  be  a 
detriment  rather  than  a help  in  the  grief  reaction. 
In  the  case  where  the  suicide  victim  had  a chronic 
problem  with  alcohol  or  depression  prior  to  the 
suicide,  the  mourners  may  have  the  unwelcome  feel- 
ing of  relief  contributing  to  their  guilt  and  shame. 

Case  Report 

John  H.,  a 50-year-old  married  male,  was  admitted 
to  the  mental  health  ward  after  he  was  found  by 
his  co-workers  “running  around  in  circles,  talking 
out  of  his.  head,  behaving  rather  bizarre,  and  claim- 
ing he  smelled  buffalo.” 

His  22-year-old  son  had  committed  suicide  in  his 
father’s  home  ten  days  previously  by  shooting  him- 
self in  the  roof  of  the  mouth  after  dinner.  After 
this  the  patient  had  frequent  uncontrollable  crying, 
felt  guilty  and  hopeless,  and  talked  very  little.  He 
continued  working  until  the  time  of  admission. 

The  patient’s  past  history  includes  an  episode  of 
depression  for  which  he  was  hospitalized  and  given 
6-8  ECT’s.  This  was  shortly  after  his  brother  com- 
mitted suicide  in  1960. 

Mr.  H.  was  not  on  any  medications  prior  to  his 
admission.  He  and  his  wife  had  two  children — a 
daughter,  age  25,  married  and  living  in  Sioux  Falls, 
and  the  son  who  committed  suicide.  The  patient’s 
wife  describes  him  as  a soft-hearted  individual  who 
is  quite  emotionally  reactive,  crying  easily  at  funerals 
even  if  in  the  presence  of  strangers. 

Upon  admission  the  patient  was  alternately 
agitated,  incoherent  and  mute.  Any  reference  to 
his  son  resulted  in  the  bizarre  agitated  behavior. 
After  one  week  of  treatment  with  ECT  and 
amitriptyline  (Elavil),  he  showed  mild  disorienta- 
tion, recent  memory  impairment,  shortened  atten- 
tion span,  poor  concentration,  and  limited  ability  to 
abstract.  His  explanations  of  proverbs  were  con- 
crete. At  this  time  he  had  the  following  depressive 
features:  poor  eye  contact,  looked  at  floor,  sad  af- 
fect, slow  speech  and  motor  activity.  On  gentle 
prodding  he  mentioned  his  son’s  death  and  repeated- 
ly remarked  that  it  was  something  one  just  had  to 
accept  without  knowing  the  reason  for  it.  He  talked 
about  several  near-accidents  he  himself  had  had  and 
several  fatal  plane  crashes  he  had  heard  about.  At 
all  times  he  denied  any  hallucinations.  During  the 


second  week  of  ECT,  the  patient’s  confusion 
lessened  and  his  mood  improved. 

Discussion 

Mr.  H.  did  not  show  the  usual  emotional  signs 
of  grieving  his  son’s  death.  The  circumstances  of 
that  death  were  also  not  usual.  Besides  being  totally 
unexpected  and  rather  gruesome,  it  carried  the  social 
stigma  which  accompanies  suicide  in  our  society. 
This  put  the  patient  in  the  position  of  having  more 
shock,  guilt,  ambivalence,  and  anger  to  work 
through  than  in  the  usual  case  of  grief  and,  in  this 
case,  less  ability  to  cope  with  it.  By  his  history, 
we  know  Mr.  H.  probably  had  little  experience  in 
successfully  working  through  a grief  reaction.  Be- 
cause of  his  inability  to  adequately  express  his  feel- 
ings in  a beneficial  way,  they  produced  symptoms 
of  bizarre  behavior  which  brought  him  to  psy- 
chiatric professionals. 

The  family  history  of  several  suicides  is  not  un- 
common. Many  feel  suicide  in  certain  families  and 
subgroups  represent  permission  to  use  it  as  a solu- 
tion to  life  problems,  i.e.  a respectable  way  out  of 
life’s  dilemmas.  (6) 

The  treatment  of  an  uncomplicated  grief  reaction 
is  best  aimed  at  helping  the  patient  work  through 
his/her  grief  by  experiencing  and  expressing  his/her 
feelings,  i.e.  of  sadness,  anger,  loneliness,  loss.  Sup- 
portive listening  is  the  mainstay  of  treatment.  In 
many  cases,  friends,  family  or  clergy  do  this  for  the 
patient  so  well  that  psychiatric  professionals  are 
rarely  called  upon.  The  use  of  antidepressants  or 
tranquilizers  is  contraindicated  since  they  do  more 
to  prevent  the  patient  from  working  through  his/her 
grief  than  to  help  the  process  thereby  inducing 
iatrogenic  pathological  grief. 

In  the  case  of  pathological  grief  the  same  treat- 
ment is  indicated  initially,  and  is  usually  successful 
if  the  patient  was  a well-integrated,  well-functioning 
adult  before  the  loss  occurred  and  the  subsequent 
pathological  reaction  formed.  If  the  defense  mecha- 
nisms (i.e.  denial,  suppression,  repression)  have  be- 
come firmly  rooted  in  the  patient’s  way  of  handling 
problems,  more  intensive  counseling  and  support  is 
necessary  in  order  for  the  patient  to  work  through 
his/her  grief.4 

In  pathologic  grief  the  patient  may  not  realize 
hc/she  is  able  to  recognize  the  loss  and  the  feelings 
associated  with  it,  but  with  the  uncovering  of  such 
feeling  there  often  is  dramatic  improvement.  Al- 
though pathological  grief  may  closely  resemble 
“depression”  clinically,  the  distinction  between  them 
is  vital  since  pathological  grief  may  need  different 
treatment  than  the  usual  treatments  for  depression. 
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Pop’s  Proverbs 

Time  and  distance  do  not  count  if  people  are  in 
tune  with  each  other. 


emorial 
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Watertown,  South  Dakota,  wishes  to 
congratulate  the  University  Medical 
School  and  the  members  of  its  first 
graduating  class. 

We  hope  that  a large  number  of  doc- 
tors from  this  first  graduating  class 
will  establish  their  practices  in  the 
great  state  of  South  Dakota. 


THE  SOUTH  DAKOTA 
SOCIETY  OF  INTERNAL 

MEDICINE 

CONGRATULATES 
the  1977  Graduates 
of  the 

University  of  South 
Dakota  School  of 
Medicine 


APRIL  1977 


WE  CARE 


YOU! 

Because  YOUR  time  is 
vital  for  YOUR  profession. 

With  financial  planning 
# representatives 
throughout  the  country- 
one  near  you. 

^ All  the  financial  areas 
of  your  profession: 


1.  EQUIPMENT  FINANCING  & LEASING 

2.  SHORT  & LONG  TERM  LOANS 

3.  COMPUTER  BILLING  SERVICE 

4.  PROFESSIONAL  BUILDING  & OFFICE  DESIGN 

5.  TAX  SHELTERS 

6.  PROFESSIONAL  CORPORATION  INFORMATION 


LET  US  SERVE  YOU! 
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Sioux  Falls,  S.  Dak. 
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CONGRATULATIONS 
TO  THE  CLASS  OF  1977! 


"FIRST  CLASS  in  every  way " 


We  are  pleased  to  have  been  involved  in  the 
educating  of  these  outstanding  young  doctors. 


: MEDICAL  CLINIC,  P.  A.  P.O.  Box  706,  1104  West  Eighth,  Yankton,  South  Dakota  57078  605-665-784 1 | 


— Staff 

Merritt  A.  Auld , M.D. 

Clark  F.  Johnson,  M.D. 

Melford  B.  Lyso,  M.D. 

Duane  B.  Reaney,  M.D. 

Morris  L.  Radack,  M.D. 

G.  Malcolm  Jameson,  M.D. 

Cordon  R.  Held,  M.D. 

Jay  W.  Hubner,  M.D. 

Anthony  L.  Talbert,  M.D. 

Robert  C.  Lesher,  M.D. 
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This  Is  Your 

Medical  Association 


The  Aberdeen  District  Medical 
Society  elected  J.  A.  Eckrich,  Jr., 
M.D.  president  for  1977.  John, 
Rodine,  M.D.  was  elected  vice 
president  and  S.  B.  Altman,  M.D. 
was  elected  secretary. 

* * * * 


I.  R.  Salladay,  M.D.  died  Jan- 
uary 10  at  age  82.  Dr.  Salladay 
was  born  November  13,  1894 
in  Iowa,  he  served  in  World 
War  I and  following  his  dis- 
charge attended  medical  school 
in  Chicago.  He  entered  private 
practice  in  1932  in  White 
River,  South  Dakota,  then 
moved  to  Pierre  and  associated 
with  the  Pierre  Clinic  in  1932. 
In  1940  he  re-enlisted  in  the 
army  medical  corps  and  re- 
tired as  a major  in  1947.  He 
returned  to  Pierre  and  worked 
as  a radiologist  at  the  Pierre 
Hospital  until  accepting  a po- 
sition as  Director  of  Sanator 
near  Custer.  Later  he  joined 
the  staff  at  the  Fort  Meade 
Veterans  Hospital  where  he 
worked  until  his  retirement  in 
1977.  He  was  a member  of 
the  Pierre  District  Medical 
Society  and  an  honorary  mem- 
ber of  the  State  Medical  As- 
sociation. Dr.  Salladay  is  sur- 
vived by  his  widow,  Ceres  of 
Pierre,  one  son,  John  R.  Salla- 
day, professor  of  social  and 
behavior  science  at  USD- 
Springfield  and  two  sisters. 


Curtis  Wait,  M.D.  was  elected 
president  of  the  Brookings-Madi- 
son  District  Medical  Society. 
Elected  vice  president  was  A.  A. 
Lampert,  M.D.  and  secretary- 
treasurer  is  Walter  Patt,  M.D. 

* * * * 

The  Watertown  District  Medical 
Society  elected  the  following  of- 
ficers for  the  coming  year:  Presi- 
dent, John  Rittmann,  M.D.;  Vice 
President,  B.  J.  DeSai,  M.D.;  and 
Secretary-Treasurer,  John  Stran- 
sky,  M.D. 

* * * * 


YOUR 

CONTRIBUTION 
TO  THE 

SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT 
FUND 
IS  NEEDED 


H.  Russell  Brown,  M.D.,  long- 
time Watertown  physician, 
died  at  age  73.  Dr.  Brown  was 
born  August  29,  1903  in  St. 
Paul,  Minnesota  and  received 
his  M.D.  degree  from  the  Uni- 
versity of  Minnesota  in  1927. 
Following  his  residency  in 
surgery  he  practiced  with  the 
Bartron  Clinic  in  Watertown 
from  1928  to  1935.  He  found- 
ed the  Brown  Clinic  in  1935 
and  practiced  there  until  the 
time  of  his  death.  Dr.  Brown 
was  a past  president  of  the 
South  Dakota  State  Medical 
Association  and  currently 
served  as  Chairman  of  the  As- 
sociation’s Utilization  and  In- 
surance Review  Committee. 
He  was  the  recipient  of  the 
first  South  Dakota  State  Med- 
ical Association  Distinguished 
Service  Award,  a past  member 
of  the  Board  of  Directors  of 
the  South  Dakota  Medical 
School  Endowment  Associa- 
tion, and  a past  Chairman  of 
the  Board  of  Directors  of 
South  Dakota  Blue  Shield.  He 
served  as  a delegate  to  the 
American  Medical  Association 
and  as  a member  of  several 
committees  of  the  American 
Medical  Association.  Dr. 
Brown  is  survived  by  his 
widow;  two  sons,  five  daugh- 
ters, 40  grandchildren  and  six 
great-grandchildren. 
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CONGRATULATIONS 
GRADUATING  SENIORS 

from 

WILLIAMS  SURGICAL  CLINIC,  P.A. 

725  Meade  Street 
Rapid  City,  South  Dakota 
57701 

H.  E.  Fromm,  M.D.,  F.A.C.S. 

D.  E.  Berkebile,  M.D.,  F.A.C.S. 

Wm.  J.  Mattson,  M.D.,  F.A.C.S. 

F.  R.  Williams,  M.D.,  F.A.C.S. 


CONGRATULATIONS  NEW  MEDICAL  GRADUATES 

FROM  METHODIST  HOSPITAL, 

MITCHELL,  SODTH  DAKOTA 


Established  in  1918,  Methodist  Hospital  occupies  a 25-acre  wooded  site  on  the  southwest  section  of 
Mitchell,  just  off  Interstate  90.  The  institution  is  accredited  by  the  JCAH,  the  Health  and  Welfare  Minis- 
try of  the  United  Methodist  Church,  and  is  fully  licensed  by  the  State  of  South  Dakota.  This  80-bed 
acute-care  center  has  recently  undergone  a one-mill  ion-dollar  renovation  project  which  makes  it  one  of 
the  most  modern  and  fully  equipped  hospitals  in  South  Dakota.  Methodist  Hospital  employs  approxi- 
mately 200  personnel  and  has  a Medical  Staff  of  16  physicians,  three  dental  surgeons,  one  podiatrist, 
and  two  clinical  psychologists. 


MITCHELL  IS  A GROWING,  THRIVING  CITY  PROVIDING  MEDICAL-CARE  SERVICES  TO 
A COMMERCIAL  TRADE  AREA  OF  APPROXIMATELY  130,000  PEOPLE 
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LABORATORY  AIDS 


Sponsored  by  the  South  Dakota  Society  of  Pathologists 

THE  FREQUENTLY  ORDERED  BUT  LOW- 
LY REGARDED  PERIPHERAL  BLOOD  SMEAR 

Perhaps  one  of  the  most  common  laboratory  procedures 
that  is  ordered  most  often  and  just  added  to  all  the  labora- 
tory tests  without  really  being  given  more  than  a passing 
glance  by  the  ordering  physician  is  the  peripheral  blood 
smear.  So  often  times  some  of  the  most  neglected  areas  of 
a hematologic  workup  in  any  given  patient  is  proper  evalua- 
tion of  the  leukocytes,  erythrocytes  and  platelets  on  a 
properly  prepared  and  properly  identified  smear  by  either 
a pathologist  or  a hematologist.  I would  just  like  to  dwell 
very  briefly  on  three  of  the  most  common  errors  which 
lead  to  improper  evaluation  of  this  very  simple,  but  very 
useful  procedure  in  evaluating  a patient  with  a hema- 
tological problem. 

It  goes  without  saying  that  each  smear  does  not  neces- 
sarily need  to  be  reviewed  by  the  pathologist.  However, 
often  times  much  could  be  learned  if  the  order  would  read 
“have  pathologist  review  peripheral  smear”.  I am  sure 
most  hospitals  have  a standing  order  that  the  technologist  or 
technician  automatically  brings  markedly  abnormal  smears 
to  be  reviewed.  Yet  many  smears  representing  borderline 
abnormalities  never  reach  the  pathologist’s  desk.  Perhaps 
the  greatest  number  of  borderline  abnormalities  such  as 
borderline  anemias  never  even  come  to  the  hospital  and 
therefore  go  either  untreated  or  partially  treated  or  maybe 
even  incorrectly  treated  until  the  patient  becomes  markedly 
anemic  and  requires  hospitalization.  A quick  review  of  the 
smear  at  the  onset  of  the  problem  may  well  have  saved 
the  patient  some  days  of  hospitalization  and  certainly  would 
have  made  his  or  her  life  a little  more  pleasant  along  the 
way.  Perhaps  one  can  say  that  the  first  most  often  en- 
countered error  is  improper  or  no  evaluation  of  the 
peripheral  smear  by  someone  alerted  to  the  problem  of  a 
possible  hematological  abnormality. 

The  second  most  common  error  is  an  improper  smear 
sent  in  from  the  physician’s  office  with  a “request  to  have 
pathologist  review  smear”.  The  smear,  however,  is  almost 
impossible  to  evaluate  since  it  frequently  comes  stained 
and  shows  improper  staining  or  improper  fixation  or  im- 
proper spreading  of  cells.  An  improperly  prepared  smear 
will  give  erroneous  results  regardless  who  reads  the  smear 
— be  he  the  world’s  greatest  hematologist  or  pathologist. 
When  everything  is  stained  deep  blue,  no  one  can  differenti- 
ate the  cells. 

The  third  most  common  error  is  the  feeling  by  the 
requesting  physician  that  the  pathologist  or  hematologist 
should  earn  his  fees  the  hard  way — so  along  with  the 
smear  is  no  information  as  to  the  patient’s  sex,  age,  race, 
clinical  findings  or  symptoms  or  other  significant  laboratory 
studies.  It  then  becomes  a game  to  see  whether  the  pa- 
thologist or  hematologist  possibly  may  come  up  with  a cor- 
rect diagnosis  with  essentially  no  background  information. 
It  may  be  a great  game  but  the  loser  invariably  is  the 
patient. 

These  three  errors  are  perhaps  the  most  common  errors 
that  we  see  in  material  referred  to  us.  It  is  with  this  in 
mind  that  we  would  like  to  present  a plea  to  all  physicians 
when  ordering  that  peripheral  blood  smear,  use  it  as  a 
diagnostic  tool  because  it  can  be  so  meaningful  and  such  a 
great  help  but  like  anything  else  it  cannot  stand  alone  with 
all  the  answers,  it  does  need  the  cooperation  of  ALL  along 
with  supporting  studies. 

James  A.  Rud,  M.D. 

Alden  R.  Heupel,  M.D. 


The  potential  for  extensive  estate  deple- 
tion exists  under  the  new  estate  and  gift 
tax  law. 

For  this  reason  our  attorneys  have  modified 
our  Financial  Analysis  Service.  Your  estate 
planning  advisors  should  find  this  revised 
format  very  helpful  in  assisting  you  to  solve 
your  estate  goals. 

A man’s  success  is  often  measured  by  the 
amount  he  can  borrow.  But,  when  he  dies, 
his  measure  of  success  is  now  the  amount 
his  widow  is  able  to  repay. 

To  reduce  the  unavoidable  costs  of  dying, 
why  not  consider  using  DISCOUNTED 
DOLLARS? 

You  have  the  right  to  know  in  terms  of 
dollar  bills: 

1)  what  the  cost  of  your  death  will  be, 

2)  what  the  remaining  value  of  your 
estate  will  be, 

3)  and  estate  planning  tools  that  you 

may  use  to  conserve  your  estate. 

Yes,  YOU  HAVE  A RIGHT  TO  KNOW  and 
the  Equitable  of  Iowa  Insurance  Company 
would  like  to  be  of  service  to  you. 

For  further  information,  write: 

Quentin  De  Saix  and  Associates 

Suite  316,  Security  Bldg. 

M 101  South  Main  Avenue 
Sioux  Falls,  SD  57102 
(605)  336-3545 

EQUITABLE  OF  IOWA 
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Future  Meetings 


May 

Radiation  Physics  and  Biology,  New 

York  U.  Med.  Cen.,  Classroom 
B — Alumni  Hall,  550  First  Ave, 
New  York  City,  May  2-6.  30  hrs. 
Category  I credits.  Tuition:  $150. 
Regis.  Dept:  Post-Grad.  Med. 

School,  Rm  4-20-0,  LHB,  550  First 
Ave.,  New  York,  NY  10016. 

USD  School  of  Med,  Dept,  of  Neu- 
rology, May  5 (a.m. — V.A.  Hosp, 
Fort  Meade,  SD)  (4:00  p.m. — Rapid 
City  Reg.  Hosp,  Rapid  City,  SD) 
May  6 — V.A.  Hosp,  Hot  Springs, 
SD,  Category  I credits.  Info:  USD 
School  of  Med,  West  River  Off, 
1015  12th  St.,  Rapid  City,  SD 
57701. 

Clinical  Genetics,  Mayo  Mem.  Bldg., 
U.  of  Minn,  Minneapolis,  MN,  May 
6-7.  14  hrs.  AMA  credits.  Contact: 
Con.  Med.  Ed.  Off,  U.  of  Minn. 
Med.  School,  Box  293,  Mayo  Mem. 
Bldg,  Minneapolis,  MN  55455. 

30th  Annual  Upper  Midwest  Hospital 
Conference,  Minneapolis  Aud,  Min- 
neapolis, MN,  May  11-13.  Contact: 
Upper  Midwest  Hosp.  Conf,  2329 
University  Ave,  S.E.,  Minneapolis, 
MN  55414. 


Practical  Dermatology  in  Primary 
Care,  Mayo  Mem.  Bldg,  U.  of 
Minn,  Minneapolis,  MN,  May  12- 
14.  18  hrs.  AMA  credits.  Contact: 
Con.  Med.  Ed.  Off,  U.  of  Minn. 
Med.  School,  Box  293,  Mayo  Mem. 
Bldg,  Minneapolis,  MN  55455. 

Seventh  Annual  Meeting  of  the  Great 
Plains  Organization  for  Perinatal 
Health  Care,  Radisson  South  Hotel, 
Minneapolis,  MN,  May  15-17.  Con- 
tact: Mrs.  Virginia  Rittenour,  Sec, 
Great  Plains  Organization,  420  Del- 
aware St,  S.  E.,  Box  50,  Minneap- 
olis, MN  55455. 

Hernia,  Criss  III  Aud.,  Creighton  U. 
Campus,  Omaha,  NE,  May  18-20. 
16.5  hrs.  AMA  & AAFP  credits. 
Fee:  $100.  Contact:  Div.  of  Con. 
Ed,  Creighton  U.  School  of  Med., 
2500  California  St.,  Omaha,  NE 
68178. 

USD  School  of  Med.  Dept,  of  Psy- 
chiatry “Transactional  Analysis — 
Concepts  and  Demonstration 
Group”,  May  19,  V.A.  Hosp,  Fort 
Meade,  SD,  Category  I credits.  Info: 
USD  School  of  Med,  West  River 
Off,  1015  12th  St,  Rapid  City,  SD 
57701. 

Third  Annual  Conference  on  Ambula- 
tory Monitoring,  Fairmont  Hotel 
and  Tower,  San  Francisco,  CA, 
May  19-21.  14  hrs.  Category  I 


AMA  credits  and  AAFP  credits. 
Contact:  Nancy  Jacobsen,  Conf. 
Coord,  1107  N.E.  45  St,  Rm.  315, 
Seattle,  WA  98105. 

Prevention,  Diagnosis  and  Treatment 
of  Clinical  Disorders  of  Hemor- 
rhage and  Thrombosis,  Classroom 
B,  Alumni  Hall,  550  First  Ave, 
New  York,  NY,  May  19-21.  Fee: 
$150.  15  hrs.  Category  I AMA 
credits.  Info:  Regis.  Off,  NYU 
Post-Graduate  Med.  School,  550 
First  Ave,  New  York,  NY  10016. 

June 

USD  School  of  Med.  Dept,  of  Neurol- 
ogy, June  2 (a.m. — V.A.  Hosp,  Fort 
Meade,  SD)  (4:00  p.m. — Rapid  City 
Reg.  Hosp,  Rapid  City,  SD)  June 
3 — V.A.  Hosp,  Hot  Springs,  SD, 
Category  I credits.  Info:  USD 

School  of  Med,  West  River  Off, 
1015  12th  St,  Rapid  City,  SD 
57701. 

Annual  Meeting  of  the  South  Dakota 
State  Medical  Association,  Holiday 
Inn,  Aberdeen,  SD,  June  2-5.  Con- 
tact: SDSMA,  608  West  Ave.,  N„ 
Sioux  Falls,  SD  57104. 

Psychosocial  Care  of  the  Dying 
Patient,  U.  of  Calif.  School  of  Med., 
San  Francisco,  CA,  June  3-4.  Con- 
tact: Extended  Programs  in  Med. 
Ed.,  U.  of  Calif.  School  of  Med., 
San  Francisco,  CA  94143. 
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since,  the  Fund  has  grown  considerably,  but  the  need 
for  these  funds  has  increased  considerably  also. 
Loans  to  medical  students  utilize 
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SYMPTOMATIC  FAMILIAL  MECKEL’S  DIVERTICULUM 
TWO  CASE  REPORTS  AND  LITERATURE  REVIEW 


Case  reports  of  two  brothers,  each 
with  a symptomatic  Meckel’s  diver- 
ticulum, are  reported.  The  familial 
tendency  is  once  in  every  2500  fam- 
ilies. The  over-all  incidence  of  Meck- 
el’s Diverticulum  is  .8  percent  of  the 
population.  The  clinical  appearance  of 
the  disease  is  probably  much  less 
and  in  the  range  of  once  in  every 
500  surgical  patients  or  less.  The 
surgical  aspects  of  the  disease  are  well 
known  and  frequently  reported.  How- 
ever, the  reports  of  familial  occur- 
rence in  the  literature  are  rare. 

This  report  deals  with  two  siblings, 
one  of  whom  presented  as  an  acute 
appendicitis.  The  second  presented  as 
an  intussusception. 


by 

Joseph  M.  Primrose,  M.D.* 
Robert  B.  Henry,  M.D.** 


A CASE  REPORT 
SIBLING  NUMBER  I 

Sibling  Number  1 had  been  in  good  health  all 
his  life.  He  presented  to  his  physician  in  Iowa  in 
1968  when  10  years  old  with  complaints  of  pain 
in  his  right  lower  quadrant.  He  was  running  a low 
grade  temperature  and  had  a white  count  of  10,500. 
He  subsequently  underwent  an  exploratory  laparot- 
omy with  the  findings  of  a normal  appendix  and 
an  inflammed  Meckel’s  diverticulum  which  was  re- 
moved via  an  amputation  technique. 

Postoperatively  the  patient  required  subsequent 
small  bowel  resection  in  the  area  of  the  previous 
surgery  because  of  bowel  narrowing.  He  then  did 
well. 

SIBLING  NUMBER  II 

Sibling  Number  2 was  a 21  year  old  male  who 
presented  to  the  Brookings  Hospital  in  1976  with 
an  acute  onset  of  abdominal  pain  after  eating  a large 
supper.  At  that  time  he  vomited  several  times.  On 
being  seen  in  the  emergency  room  at  the  hospital, 
he  described  the  pain  as  being  in  the  midline  of  the 
epigastrium,  going  into  his  back. 

Physical  examination  revealed  an  alert,  healthy 
21 -year-old  male  in  obvious  acute  abdominal  pain 
and  normal  temperature.  There  was  epigastric  pain 
in  the  midline  but  no  evidence  of  peritoneal  signs. 


* Surgeon,  Dept,  of  Surgery,  Brookings  Hospital  and 

Brookings  Clinic,  P.A.,  Brookings,  SD  57006. 

**Surgeon,  Dept,  of  Surgery,  Brookings  Hospital  and 

Brookings  Clinic,  P.A.,  Brookings,  SD  57006. 


Laboratory  findings  were  those  of  a white  count  of 
23,000,  normal  chest  x-ray.  A flat  plate  of  his 
abdomen  revealed  a hazy  density  in  the  right  upper 
quadrant  consistent  with  a soft  tissue  mass.  The 
patient  was  taken  to  the  operating  room  where  a 
laparotomy  revealed  an  intussusception  of  the  distal 
ileum.  Upon  reduction  of  the  intussusception,  the 
lead  point  of  an  acutely  hemorrhagic  and  edema- 
tous Meckel’s  diverticulum  was  found. 

HISTORY 

Meckel,  in  1809  was  the  first  to  devote  serious 
attention  to  the  remnant  of  the  embryonic  yolk  sac 
which  is  well  known  to  all  general  surgeons  as  a 
Meckel’s  diverticulum.  Subsequent  reports  by 
Dupuytren  and  Vicker  and  others  described  the 
various  clinical  problems  with  the  vitelline  duct 
remnant.3 

ANATOMY 

The  most  common  anomaly  during  the  embryo- 
logic  development  of  the  G.I.  tract  is  a persistent 
diverticulum  which  is  the  remains  of  the  vitelline 
(omphalo  mesenteric)  duct  or  embryonic  yolk  sac. 
Six  major  types  of  vitelline  duct  anomalies  can  be 
found.  They  are  as  follows: 

1 . Omphalo-ileal  fistula 

2.  Meckel’s  diverticulum 

3.  Umbilical  mucosal  remnant 

4.  Cystic  remnant  of  the  vitelline  duct 

5.  Solid  cord  from  ileum  to  umbilicus 

6.  Remnants  of  vitelline  blood  vessels  attached  to 
the  umbilicus 
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Meckel’s  diverticulum  occurs  in  96  percent  of 
these  types. 

Meckel’s  diverticulum  contains  all  layers  of  the 
gut  wall.  It  usually  arises  40  cm.  from  the  ileocecal 
valve  in  infants  and  about  50  cm.  in  adults  and 
maybe  anywhere  from  3 to  6 cm.  long  and  possibly 
2 cm.  in  diameter. 

The  yolk  sac  from  the  roof  of  which  arises  the 
primitive  gut  ceases  growing  when  the  embryo  is 
about  3 Vi  mm.  long.  The  stalk  between  it  and  the 
embryonic  gut,  the  vitelline  duct,  normally  attenuate 
some  time  during  the  fifth  week.  If  it  does  not 
attenuate,  it  subsequently  keeps  pace  with  the  gut 
itself  with  subsequent  development  of  the  anomalies 
as  mentioned. 

INCIDENCE 

Meckel’s  diverticulum  has  been  described  as  the 
disease  of  twos.4  Two  feet  proximal  to  the  ileocecal 
valve,  2 inches  long,  occurring  most  frequently  under 
the  age  of  2 and  occurs  in  2 percent  of  the  popula- 
tion. The  later  estimate  is  probably  much  too  high 
as  far  as  clinical  symptoms  are  concerned.  The  in- 
cidence is  probably  in  the  range  of  one  in  500 
patients  or  less.  Males  are  affected  with  the  disease 
of  the  Meckel’s  diverticulum  three  times  as  fre- 
quently as  females.  However,  the  sex  instance  at 
autopsy  is  approximately  equal.  Fifty  percent  of  the 
operative  cases  are  in  patients  under  2 years  of  age 
and  80  percent  occur  under  the  age  of  10.  Familial 
incidence  of  Meckel’s  diverticulum  can  be  expected 
to  occur  about  once  in  every  2500  families.  There 
have  been  reports  of  several  occurrences  of  sympto- 
matic diverticuli  in  the  same  family.2-3 

CLASSIFICATION  AND  DIAGNOSIS 

The  clinical  manifestations  of  Meckel’s  divertic- 
ulum can  be  divided  into  five  groups  as  follows: 

ulcerating,  obstructing,  inflammatory,  umbilical 

and  neoplastic. 

The  ulcerating  and  obstructing  are  the  most  com- 
mon, followed  by  inflammatory,  umbilical  and 
neoplastic. 

In  the  inflammatory  group,  as  presented  in  the 
first  sibling,  clinically  chronic  or  acute  inflammation 
of  the  Meckel’s  diverticulum  is  difficult  to  distinguish 
from  appendicitis.  It  is  usually  diagnosed  as  the 
latter.  However,  pain  from  a diverticulum  is  usually 
located  elsewhere,  frequently  near  the  umbilicus. 
The  absence  of  pathological  finding  in  the  appendix 
should  direct  one’s  attention  towards  other  ab- 
normalities. Fifteen  percent  of  the  cases  of  acute 
Meckel’s  diverticulum  will  be  the  result  of  a foreign 
body  in  the  diverticulum  (fish  bones  being  the  most 
common  offenders). 

The  obstructing  group — intussusception  and 


volvus  may  all  result  from  the  presence  of  a 
Meckel’s.  A clinical  picture  of  intussusception 
caused  by  a Meckel’s  is  not  different  than  that 
produced  by  other  causes.  Over  80  percent  are  in 
males  and  older  children  and  adults.  However,  Gross 
and  Benson  state  this  is  usually  the  reverse  and  that 
it  tends  to  happen  more  frequently  in  the  younger 
age  group.5-6  Occasionally  a Meckel’s  diverticulum 
will  present  in  a hernia  sac  as  a Littre’s  hernia.  A 
diverticula  attached  to  the  umbilicus  or  else  by 
fibrous  bands  may  produce  obstruction  or  volvulus. 

Treatment  of  uncomplicated  or  incidental 
Meckel’s  diverticulum  should  be  removal  at  the  time 
of  surgery.  In  Meckel’s  diverticulum  with  complica- 
tions, it  is  recommended  to  do  a wedge  resection  of 
the  Meckel’s  with  attached  ileum.2 

DISCUSSION 

Although  it  is  the  most  frequent  of  congenital 
gastrointestinal  abnormalities,  Meckel’s  diverticulum 
is  not  usually  symptomatic  during  life.  A review  of 
the  literature  indicates  that  it  can  be  a hereditary 
trait.  Subsequently,  if  one  member  of  a family  is 
known  to  have  had  a Meckel’s  diverticulum,  the 
diagnosis  should  be  considered  as  a causative  factor 
in  abdominal  symptoms  of  vague  nature  and/or 
should  be  looked  for  as  an  incidental  lesion — when 
a patient  or  his  sibling  or  relative  undergo  surgery. 
It  may  also  be  good  practice  to  inform  the  family 
when  a diverticulum  is  found  and  suggest  that  this 
be  told  to  the  attending  physician  if  other  members 
of  the  family  have  abdominal  symptoms.1-2 

SUMMARY 

In  conclusion,  case  reports  of  the  symptomatic 
familial  occurrence  of  Meckel’s  diverticulum,  along 
with  the  embryology,  clinical  findings,  and  indica- 
tions for  surgery  are  reviewed.  Although  the  most 
common  congenital  abnormality  of  the  G.I.  tract, 
Meckel’s  diverticulum  is  rarely  diagnosed  as  a source 
of  symptoms  before  operation.  A review  of  litera- 
ture reveals  that  familial  occurrence  may  be  rare  but 
have  significant  meaning.  Thus,  when  a patient  with 
vague  symptomatology  and/or  a sibling  or  blood 
relative  of  a patient  with  a Meckel’s  diverticulum  is 
operated  on,  careful  search  for  this  common  G.I. 
tract  abnormality  should  be  made.  Routine  removal 
of  a Meckel’s  diverticulum,  found  incidentally  at 
surgery  is  recommended.  Handling  of  a symptoma- 
tic diverticulum  should  probably  be  via  wedge  resec- 
tion with  attached  ileum. 
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NATIONAL  LIMBS,  INC. 

620  West  1 8th  Street 
Sioux  Falls,  South  Dakota 
Manufacturer  of  orthopedic  appliances, 
artificial  limbs,  and  surgical  supports. 


Choice  Space 
Available 

KOENIG 

PROFESSIONAL 

BUILDING 

1320  South  Minnesota 
Sioux  Falls,  South  Dakota 

• Several  Spaces  Available 

• Excellent  Location 

• Good  Parking 

• Competitive  Rent 

• Utilities  Included 

• Custodial  Services 

Call  Ray  Ordinachev 
Bob  Schmidt 
John  Timmer 

Phone  605-336-0350 


AVAILABLE  FOR  SALE  OR  RENTAL 


Give  your  pain  to  STIMTCCHI 

THE  EPC  MINI™  MAY  BE  THE  ANSWER  IF  YOUR  DIFFICULT  PAIN 
PATIENT  FAILS  TO  RESPOND  TO  MEDICATION 

Extensive  research  and  clinical  testing*  has  proven  Cutaneous 
Afferent  Stimulation  significantly  effective  in  its  intended  target 
population  as  a non-invasive/ non-narcotic  treatment  of  acute, 
chronic  and  post-operative  pain. 

The  EPC  MINI,  one  of  the  family  of  STIMTECH  neurostimulators, 
is  lightweight,  compact  and  comfortable  to  wear.  The  convenient 
clip  attaches  the  unit  to  belt  or  pocket. 

All  EPC  Stimulators  feature  three  adjustable  control  settings. 
This  includes  the  innovative  feature  PULSE  WIDTH. 


Caution:  Federal  law  (U  S A ) restricts  this  device 
to  sale  by  or  on  the  order  of  a physician 


‘Additional  information  & documentation 
available  upon  request 


Kreiser’s  Surgical,  Inc. 

1220  S.  Minn.  Ave. 

Sioux  Falls,  SD  57105 
Rapid  City,  SD 
Sioux  City,  IA 


nfi 


sum  Jf  T€CH 

Mpls.,  Minn. 
©2-76  300083 
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Hey  Doctor 


Consider  joining  the  South  Dakota  Air 
National  Guard. 

You'll  be  quite  surprised  at  all  we  can 
do  for  you. 

We'll  send  you  to  professional  seminars 
in  Hawaii,  Washington  D.C.,  or  most 
anywhere  in  the  country,  because  we  know 
keeping  up  to  date  is  vitally  important. 

And  we'll  help  you  work  toward  your  spec- 
ialty boards,  providing  training,  hours 
required,  and  paying  you  at  the  same  time. 

Interested  in  your  aviation  medical 
examiner's  certificate?  There's  no  better 
method  of  obtaining  it  than  through  the 
Air  National  Guard.  After  all,  flight  is 
our  business. 

As  a medical  doctor,  you  sign  on  for  3 
years,  and  automatically  attain  at  least 
the  rank  of  Captain. 

Additionally  you'll  have  access  to  the 
commissary  and  base  exchange,  free  med- 
ical care  and  free  'space  available' 


transportation.  Plus,  the  retirement 
benefits  are  excellent. 

Surprised?  Most  doctors  are. 

But  perhaps  the  biggest  surprise  of  all 
is  that  once  you  are  commissioned,  the 
amount  of  time  required  of  you  on  base 
is  measured  in  hours  per  month.  Not  days. 
Hours. 

Interested?  We're  not  surprised. 

Call  Toby  Fladmark  at  the  South  Dakota 
Air  National  Guard. 

South  Dakota  Air  National  Guard 
Joe  Foss  Field 

Sioux  Falls,  South  Dakota  57104 
(605)  336-0670 


Hey  Major 


All  oral  bronchodilators  are 
pretty  much  the  same.  Right? 
Wrong! 

The  difference  is  in  their  action— both  before  and  after 
symptoms  begin.  That’s  the  reason  for  TEDRAL®. 

□ effective  and  prolonged  bronchodilation  from  the 
synergistic  effect  of  ephedrine  and  theophylline 

□ ^ADRENERGIC  ACTION  RELAXES  BRONCHIAL 
SMOOTH  MUSCLE 

□ ADRENERGIC  ACTION  REDUCES  BRONCHIAL 
EDEMA  AND  SECRETIONS 

□ dosage  forms  to  meet  individual  patient  needs 


For  proven  performance. . . 

Tedral  Tedral  SA  Tedral  Elixir 


Each  tablet  contains  1 30  mg  Each  tablet  contains  1 80  mg  anhydrous  theophylline 

theophylline,  24  mg  ephedrine  (90  mg  in  the  immediate  release  layer  and  90  mg  in 

hydrochloride,  and  8 mg  the  sustained  release  layer),  48  mg  ephedrine 

phenobarbital  hydrochloride  ( 1 6 mg  in  the  immediate  release  layer 

and  32  mg  in  the  sustained  release  layer);  and  25  mg 
phenobarbital  in  the  immediate  release  layer 


Each  5 ml  teaspoonful  contains  32  5 mg 
theophylline,  6 mg  ephedrine  HCI,  and  2 mg 
phenobarbital;  the  alcohol  content  is  1 5%. 


See  next  page  for  brief  summary 


SUSTAINED  ACTION 


WARNER/CHILCOTT 

Division,  Warner-Lambert  Company 
Morris  Plains,  New  Jersey  07950 


T-GP-72-B/W 


TEDRAL® 


TEDRAL®  SA  Sustained  Action 
TEDRAL®  Elixir 

CAUTION:  Federal  law  prohibits  dispens- 
ing Tedral  SA  without  prescription. 
Description.  Tedral:  each  tablet  contains 
130  mg  theophylline,  24  mg  ephedrine  hy- 
drochloride, and  8 mg  phenobarbital. 

Tedral  SA:  each  tablet  contains  180  mg 
anhydrous  theophylline  (90  mg  in  the  im- 
mediate release  layer  and  90  mg  in  the 
sustained  release  layer);  48  mg  ephed- 
rine hydrochloride  (16  mg  in  the  imme- 
diate release  layer  and  32  mg  in  the  sus- 
tained release  layer);  25  mg  phenobarbital 
in  the  immediate  release  layer. 

Tedral  Elixir:  each  5 ml  teaspoonful  con- 
tains 32.5  mg  theophylline,  6 mg  ephed- 
rine hydrochloride,  and  2 mg  phenobar- 
bital; the  alcohol  content  is  15%. 

Indications. Tedral,  Tedral  SA,  and  Tedral 
Elixir  are  indicated  for  the  symptomatic 
relief  of  bronchial  asthma,  asthmatic  bron- 
chitis, and  other  bronchospastic  disorders. 
They  may  also  be  used  prophylactically  to 
abort  or  minimize  asthmatic  attacks  and 
are  of  value  in  managing  occasional,  sea- 
sonal or  perennial  asthma. 

Tedral  SA  (Sustained  Action)  offers  the 
convenience  of  b.i.d.  dosage. 

Tedral  Elixir  is  convenient  for  persons 
who  may  have  difficulty  in  swallowing 
tablets. 

These  Tedral  formulations  are  adjuncts 
in  the  total  management  of  the  asthmatic 
patient.  Acute  or  severe  asthmatic  attacks 
may  necessitate  supplemental  therapy  with 
other  drugs  by  inhalation  or  other  paren- 
teral routes. 

Contraindications.  Sensitivity  to  any  of 
the  ingredients;  porphyria. 

Warnings. Drowsiness  may  occur.  PHENO- 
BARBITAL MAY  BE  HABIT-FORMING. 

Precautions.  Use  with  caution  in  the  pres- 
ence of  cardiovascular  disease,  severe  hy- 
pertension, hyperthyroidism,  prostatic  hy- 
pertrophy, or  glaucoma. 

Adverse  Reactions.  Mild  epigastric  dis- 
tress, palpitation,  tremulousness,  insom- 
nia, difficulty  of  micturition,  and  CNS 
stimulation  have  been  reported. 

Average  Dosage.  Prophylactic  or  Thera- 
peutic. 

Tedral:  Adults— One  or  two  tablets  every 
4 hours.  Children  — {Over  60  lb)  one-half  the 
adult  dose. 

Tedral  SA:  Adults— One  tablet  on  arising 
and  one  tablet  12  hours  later.  Tablets  should 
not  be  chewed.  Children  — Not  established 
for  children  under  12. 

Tedral  Elixir:  Note:  One  teaspoonful  is 
equivalent  to  one-quarter  Tedral  tablet. 
Children  — One  teaspoonful  per  30  lb  body 
weight,  every  4-6  hours,  unless  prescribed 
otherwise  by  physician.  Should  be  given  to 
children  under  2 years  of  age  only  with  ex- 
treme caution.  Adults— One  to  two  table- 
spoonfuls every  four  hours. 

Supplied. Tedral : White,  uncoated  scored 
tablets  in  bottles  of  24  (N  0047-0230-24), 
100  (N  0047-0230-51)  and  1000  (N  0047- 

0230- 60).  Also  in  Unit  Dose— package  of 
10  x 10  strips  (N  0047-0230-11). 

Tedral  SA:  Double-layered,  uncoated, 
coral/ mottled  white  tablets  in  bottles  of 
100  (N  0047-0231-51)  and  1000  (N  0047- 

0231- 60).  Also  in  Unit  Dose— package  of 
10  x 10  strips  (N  0047-0231-11). 

Tedral  Elixir:  Dark  red  and  cherry-fla- 
vored in  474  ml  (16  fl  oz)  bottles  (N  0047- 
0242-16). 

STORE  BETWEEN  59°  and  86°F  (15°  and 
30°C). 

Full  information  is  available  on  request. 


SELF-EMPLOYED? 
WITHOUT  A 

RETIREMENT  PROGRAM? 


We  can  help  you  build  your  program 
and  save  thousands  of  dollars  in  income 
taxes  . . . 


As  a member  of  the  medical  profession, 
you  can  enjoy  the  benefits  of  a big 
company  retirement  plan  with  the  many 
tax-savings  advantages. 

Under  the  Pension  Law,  you  may  con- 
tribute up  to  $7,500  or  15%  of  your 
earned  income,  whichever  is  less,  to  an 
HR  10  plan  and  all  or  nearly  all  is  tax 
deductible.  The  earnings  on  your  plan 
accumulate  tax-free  until  you  retire. 

Why  not  let  Uncle  Sam  help  you  build 
toward  a more  comfortable  retirement? 
Equitable  of  Iowa  will  supply  informa- 
tion on  how  you  can  benefit  from  the  HR 
10  plan  rules  by  contacting: 

Quentin  Oe  Saix  and  Associates 
Suite  316,  Security  Bldg. 

101  South  Main  Avenue 
Sioux  Falls,  SD  57102 
(605)  336-3545 

EQUITABLE  OF  IOWA 
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SOUTH  DAKOTA 
CHAPTER 
NEWS 

SOUTH  DAKOTA  ACADEMY  OF  FAMILY  PHYSICIANS 
3001  South  Holly  Avenue 
Sioux  Falls,  SD  57105 


ABFP  Diplomates 

New  SDAFP  Diplomates  of  the  ABFP  are  as  fol- 
lows: J.  T.  Berry,  Mitchell;  J.  H.  Bertheau,  Lead; 
L.  W.  Finney,  Sioux  Falls;  E.  D.  Kemp,  Sioux  Falls; 
L.  F.  Nelson,  Webster;  Steve  Noll,  Sioux  Falls;  Jim 
O’Connell  III,  Sioux  Falls;  Herb  Saloum,  Tyndall; 
Barbara  Spears,  Pierre;  David  Staub,  Sisseton; 
Curtis  Wait,  Brookings;  and  Gary  Welsh,  Lead. 

The  following  SDAFP  Diplomates  were  recerti- 
fied following  completion  of  the  first  recertification 
exam:  S.  W.  Allen,  Watertown;  L.  H.  Amundson, 
Sioux  Falls;  D.  J.  Buchanan,  Huron;  L.  J.  Sweeney, 
Sioux  Falls;  C.  L.  Vogele,  Aberdeen;  and  V.  V. 
Volin,  Sioux  Falls. 

Congratulations! 

SDSMA  Ad  Hoc  Committee 

Two  SDAFP  members,  R.  W.  Friess  and  L.  H. 
Amundson  have  been  appointed  to  serve  on  this 
committee  formed  to  study  Graduate  Medical  Edu- 
cation needs  and  financing  in  South  Dakota.  Results 
of  this  committee’s  activities  will  be  reported  in  the 
fall  of  1977  to  the  SDSMA  Council,  and  should 
provide  meaningful  information  for  future  legisla- 
tive funding  requests.  You  will  be  kept  informed. 

“Nooner”  at  Aberdeen,  June  4 

An  SDAFP  luncheon  and  program  will  be  held 
in  Aberdeen  on  Saturday,  June  4,  during  the 
SDSMA  Annual  Convention.  The  1:00  p.m.  event 
will  be  held  in  the  John  Holiday  Room  of  the  Holi- 
day Inn.  The  program  will  be  “Primary  Care  Resi- 
dency Legislation — Where  Do  We  Go  From  Here?” 
Two  hours  of  Prescribed  Credit. 


Symposium  on  Teaching  Skills 

A “SOTS”  sponsored  by  AAFP,  will  be  given  on 
Saturday,  August  13,  as  part  of  the  Black  Hills  Sum- 
mer Seminar  scientific  session.  Watch  for  further 
information. 


State  Officers  Conference 

Four  SDAFP  officers  attended  the  annual  AAFP 
“SOC”  in  Kansas  City  April  22-24,  and  report  a 
good  meeting.  Those  present  were  R.  W.  Friess, 
President;  B.  O.  Lindbloom,  President-Elect;  J.  L. 
Walton,  Vice  President;  and  L.  H.  Amundson,  Sec- 
retary-Treasurer. 


Board  Candidate  Nominated 

The  SDAFP  nominating  committee  has  placed 
Ray  Gene  Nemer  of  Gregory  on  the  slate  as  a candi- 
date for  the  Board  of  Directors.  The  election  will  be 
held  at  the  Black  Hills  Summer  Seminar.  Further 
nominations  can  be  made  from  the  floor  at  the  an- 
nual business  meeting. 


Black  Hills  Summer  Seminar 

The  dates  will  be  August  11-13,  1977.  The  loca- 
tion will  be  the  Holiday  Inn  of  the  Northern  Hills, 
Spearfish.  Watch  for  a brochure  mailing. 


Bylaw  Additions 

The  following  two  bylaw  additions,  from  the 
Board  of  Directors,  will  be  voted  on  at  the  annual 
meeting  in  August: 

Section  8,  Chapter  II,  Bylaws: 

Life  and  Inactive  member  dues  shall  be  paid  by 
the  SD  Chapter,  AAFP,  if  said  member  has  been 
an  active  member  of  SDAFP  for  six  years  or  longer 
prior  to  attaining  Life  or  Inactive  status.  The  Board 
of  Directors,  SDAFP  may,  by  majority  vote,  au- 
thorize the  payment  of  dues  for  other  Inactive  mem- 
bers not  meeting  the  above  six  year  requirement. 
Section  9,  Chapter  IX,  Bylaws: 

The  organization  may  pay  the  sum  of  $100  to 
standing/special  committee  chairmen  who  attend 
AAFP  sponsored  national  meetings  of  said  commit- 
tees (eg.  Education  Chairman,  Legislative  Chair- 
man). 
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President’s  Pa 


As  I write  this  last  epistle  as  President,  it  is  with  some  jubilation  and  some  regrets. 

The  year  has  gone  rapidly,  and  one  feels  he  is  just  beginning  to  get  a grasp  on  the  total  picture. 

There  has  been  great  satisfaction  with  our  legislative  endeavors  for  the  last  season.  With  great  pride,  we  are 
graduating  our  first  class  from  the  University  of  South  Dakota  School  of  Medicine. 

Our  membership  has  increased,  as  well  as  the  membership  in  the  A.M.A.  We  are  one  of  the  highest,  per- 
centagewise, in  the  fifty  states. 

Our  commissions  and  committees  have  had  active  participation  with  excellent  results.  The  South  Dakota 
Foundation  for  Medical  Care  (P.S.R.O.)  is  started,  and  functioning  smoothly. 

The  newly  appointed  Postgraduate  Committee  has  met,  and  I am  confident,  will  be  very  productive  in 
furthering  residency  training  in  South  Dakota. 

Our  Annual  meeting  has  been  lengthened  and  expanded  to  meet  the  pressing  needs  of  the  times. 

I have  grave  concerns,  however,  about  the  ever  expanding  and  demanding  role  of  the  H.S.A.  We  must  con- 
tinue, also,  our  constant  vigilance  on  National  Health  Insurance  programs. 

We  have  accomplished  many  of  our  goals,  but  there  are  many  that  remain  in  the  future. 

My  sincere  thanks  to  a smoothly  functioning,  alert,  congenial,  and  well-informed  staff  in  Sioux  Falls.  With- 
out their  help,  I could  not  have  survived  this  year.  My  humble  thanks  to  all  of  you  for  giving  me  the  privilege 
and  opportunity  of  this  year  as  your  President. 

Fraternally, 

F.  D.  Leigh,  M.  D.,  President 

South  Dakota  State  Medical  Association 
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RECENT  CHANGES 
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Health 

Insurance 


Health  care  doesn't  2Sfe’ 
need  more  red  tape  ** 


RESEARCH 


THERE AREA 
LOT  OP  PEOPLE 
GETTING  BETWEEN 

YOU  AND YOUR 

PATIENT. 


Medicine  today  is  in  the  spotlight,  subjected  to  all 
kinds  of  scrutiny.  Your  control  over  patient  therapy  is 
being  monitored,  judged  and  occasionally  abrogated, 
sometimes  by  unknown  third  parties. 

The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
tionship between  you  and  your  patient  will  be  weakened, 
without  offsetting  benefits.  Consider  three  examples: 
Drug  Substitution  In  most  states,  pharmacy  laws, 
regulations  or  professional  custom  stipulate  that  your 
non-generic  prescriptions  be  filled  with  the  precise  prod- 
ucts you  prescribe.  But  in  the  last  five  years,  a dozen  or 
more  State  laws  have  been  changed,  permitting  the  phar- 
macist in  most  cases  to  select  a product  of  the  same 
generic  drug  to  fill  any  prescription. 

Ironically,  this  dilution  of  physician  control  has 
taken  place  against  a background  of  growing  evidence 
that  purportedly  equivalent  drug  products  may  be  in- 
equivalent, since  neither  present  drug  standards  nor  their 
enforcement  are  optimal.  In  fact,  the  FDA  itself  says  it 
has  not  enforced  the  same  standards  for  hundreds  of 
“follow-on”  products  that  it  had  applied  to  the  original 
NDA  approvals.  Thus  physician  control  over  patient 
therapy  is  being  eroded  with  a risk  that  patients  may  be 
exposed  to  drugs  of  uncertain  quality. 

The  major  advertised  claim  for  substitution  is  reduced 
prescription  prices  for  consumers.  Yet  no  documentation 
of  any  significant  savings  has  been  produced. 

MAC  Maximum  Allowable  Cost,  MAC  for  short,  is 
a Federal  regulation  designed  to  cut  the  Government’s 
drug  bill  by  setting  price  ceilings  for  drugs  dispensed  to 
Medicare  and  Medicaid  patients.  Unless  the  prescriber 
certifies  on  the  prescription  that  a particular  product  is 
medically  necessary,  the  Government  intends  to  pay  only 
for  the  cost  of  the  lowest-priced,  purportedly-equivalent, 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 

The  drug  lag  The  future  of  drug  and  device  re- 
search depends  upon  a scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $ 1 billion  of  its  own  funds  and  evaluating 
more  than  1,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a major  barrier  to  the  flow  of  new 
drugs  to  your  patients : The  cost  of  the  research  is  more 
than  ten  times  what  it  was,  per  product,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 
years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That’s  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  futures. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  Washington. 

It  could  make  a difference  in  your  practice  tomorrow. 


1155  Fifteenth  Street,  N.W,  Washington,  D.C.  20005 


LABORATORY  AIDS 


Sponsored  by  the  South  Dakota  Society  of  Pathologists 

WHAT  MAKES  YOUR  PATIENT’S  SAP  RISE? 

The  alkaline  phosphatases  comprise  a large  group  of 
enzymes  which  have  low  specificity  and  are  involved  in  the 
hydrolysis  of  phosphate  monoesters  in  a pH  range  of  8 
to  10.  Isoenzymes  of  serum  alkaline  phosphatase  (SAP) 
are  derived  from  liver,  bone,  intestine  and  placenta.  These 
isoenzymes  can  be  characterized  by  heat  fractionation 
(SAP  of  bone  origin  is  more  easily  inactivated  by  heat  than 
the  liver  isoenzyme);  by  exposure  to  L-phenylalanine  (in- 
hibits both  the  placental  and  intestinal  isoenzymes);  by 
demonstration  of  immunologic  specificity;  and  by  utilizing 
electrophoretic  mobility  employing  polyacrylamide  gel, 
cellulose  acetate  or  starch  gel  for  the  best  separation.  In 
normal  adults  circulating  SAP  is  derived  primarily  from 
the  liver  and  to  a much  lesser  extent  from  bone. 

Conventional  medical  wisdom  teaches  that  either 
osteoblastic  bone  disorders  or  obstructive  biliary  tract 
diseases  are  the  usual  causes  of  elevated  SAP.  However  in 
more  than  50%  of  patients  the  cause  is  due  to  something 
else.  In  children,  physiological  bone  growth  causes  the 
SAP  to  be  150%  to  250%  of  the  upper  range  of  normal 
in  adults.  During  adulthood,  SAP  gradually  rises  to  reach 
a second  plateau  in  old  age  although  this  is  a relatively 
minor  increase.  In  the  third  trimester  of  pregnancy,  SAP 
rises  due  to  the  contribution  made  by  the  placenta;  this 
rise  may  be  200%  to  300%  of  the  normal  adult  concentra- 
tion. 

Drugs  can  cause  elevated  SAP  usually  averaging  300%  of 
the  normal  range  by  producing  a hypersensitivity  cholestasis. 
A host  of  drugs,  literally  from  A to  Z (Acetohexamide 
to  Zyloprim),  have  been  incriminated  including  Chlorprom- 
zine  (Thorazine);  Mepazine  (Pacatal);  Prochlorperzine 
(Compazine);  Trifluoperazine  (Stelazine);  oral  antidiabetic 
agents;  and  thiazide  diuretics. 

Mild  to  moderate  elevations  of  SAP  occur  in  70%  to 
80%  of  patients  with  infectious  mononucleosis  even  with- 
out overt  signs  of  liver  involvement.  Similar  elevations  of 
SAP  are  seen  in  patients  who  have  congestive  heart  failure 
or  who  have  cytomegalic  virus  infections,  intestinal  strang- 
ulation or  obstruction,  pancreatitis,  ulcerative  colitis  ac- 
companied by  pericholangitis,  pulmonary  infarcts  (one  to 
three  weeks  after  embolism),  steatorrhea,  marked  hyper- 
thyroidism, or  rarely  renal  tumors. 

In  disorders  of  bone,  not  only  is  the  concentration  of 
SAP  often  changed,  but  there  are  usually  alterations  in 
serum  calcium  or  phosphorus  levels.  Conditions  charac- 
terized by  osteoblastic  activity  and  increased  deposition  of 
calcium  in  bone  are  associated  with  high  SAP  bone 
isoenzyme.  These  include  metastatic  tumors  to  bone  and 
osteogenic  sarcoma  as  well  as  hyperparathyroidism,  osteo- 
malacia, renal  rickets  (secondary  hyperparathyroidism), 
osteogenesis  imperfecta,  polycystic  fibrous  dysplasia  occa- 
sionally, and  sarcoidosis.  Healing  fractures  may  produce 
mild  elevation  of  SAP.  The  highest  elevations  of  SAP  are 
seen  in  Paget’s  disease  (osteitis  deformans)  with  values  some- 
times reaching  10  to  12  times  normal.  An  elevated  SAP 
in  Paget’s  disease  may  occur  as  an  insolated  biochemical 
abnormality.  A sudden  rise  in  SAP  in  a patient  with 
Paget’s  disease  may  indicate  the  development  of  a sarcoma. 
About  15%  of  patients  with  multiple  myeloma  show  an 
elevated  SAP.  Disorders  of  skeletal  maturation  or  excessive 
production  of  growth  hormone  may  cause  high  SAP  in 
adults. 

The  amplitude  of  the  elevation  of  liver  isoenyzme  is 
important  in  interpreting  the  meaning  of  a rise  in  SAP 
when  considering  diseases  of  the  liver  and  biliary  tract. 


Generally,  obstructive  conditions  involving  the  bile  ducts 
either  intrahepatic  or  extrahepatic  result  in  substantially 
more  dramatic  elevations  of  SAP  than  damage  to  the 
parenchymal  cells  of  the  liver;  this  is  a particularly  im- 
portant point  when  the  serum  bilirubin  has  not  yet  risen. 
Obstruction  of  the  extrahepatic  bile  ducts  by  tumors  pro- 
duces SAP  elevations  in  almost  100%  of  patients  on  the 
order  of  5 to  10  times  normal.  SAP  elevations  in  bile 
duct  obstruction  due  to  stones  usually  is  more  moderate. 
Biliary  cirrhosis  is  accompanied  by  exceptionally  high  SAP 
(20  times  normal)  whereas  in  portal  and  postnecrotic 
cirrhosis  the  SAP  is  mildly  to  moderately  elevated  in  about 
50%  of  patients.  Most  patients  with  hepatitis  show  mild  to 
moderate  elevations  of  SAP.  Infiltrative  diseases  of  the  liver 
such  as  sarcoid,  granulomas,  lymphomas  and  amyloidosis 
as  well  as  metastatic  tumor  infiltration  often  produce 
nodules  in  the  liver  and  SAP  elevation  of  mild  to  moderate 
degree.  laundiced  patients  may  show  increase  of  both 
liver  and  bone  isoenzymes  of  SAP. 

lohn  T.  Tidd,  M.D. 

Yankton,  SD 

WARNER/ 

C H I L C O T T 

DIVISION  OF  WARNER-LAMBERT  COMPANY 
MORRIS  PLAINS,  NEW  JERSEY  07950 

“Sponsor,  1977  Annual 
Meeting  of  the  SDSMA” 


BE  THE  DOCTOR 
YOU  WANT  TO  BE. 


Today,  Navy  Medicine  gives  you  the  opportunity  to  be  the 
doctor  you  want  to  be.  We  offer  a challenging  practice  with 
a minimum  of  administrative  overhead.  Plus  excellent  facil- 
ities and  support  personnel. 

In  addition,  a Navy  practice  gives  you  time  to  spend  with 
your  family.  Associate  with  other  highly  motivated  phy- 
sicians. Further  your  schooling.  Even  enjoy  30  days’  paid 
vacation  every  year. 

All  this,  plus  a starting  salary  of  $30,000  or  more  a year, 
depending  on  your  experience. 

For  more  information,  contact: 


Jack  Knoblock-Medical  Programs 
6910  Pacific  St.  #400 
Omaha,  Ne.  68106 
(402)  221-9386  collect 
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SOUTH  DAKOTA 


Problem  Solving  in  Diagnostics  and 
Therapeutics  of  Neurology 

A Series  of  24  Lectures 
Lecture  #19 


TREATMENT  OF  MULTIPLE  SCLEROSIS 


by 

George  C.  Flora,  M.D.* 


When  a patient  is  recognized  as  a victim  of 
Multiple  Sclerosis  or  preferably  a “Demyelinating 
Disorder,”  the  starting  point  of  treatment  is  sharing 
some  medical  data  concerning  the  disease. 
First  the  only  valid  generalization  that  applies  to 
this  disorder  is  that  no  two  cases  will  be  the  same. 
What  the  disease  has  done  to  others  is  unique  to 
that  patient!!  The  second  little  publicized  fact  is 
that  those  who  have  suffered  from  this  disease  for 
thirty  years  with  little  appreciable  deficit  probably 
out  number  those  severely  impaired  within  a few 
years  of  the  first  onslaught.  The  spectrum  of  this 
disease  is  broad  and  poorly  publicized.  The  dis- 
abilities which  occur  within  five  years  are  less  nu- 
merous than  those  of  moderate  impairment  after 
twenty  years.  With  this  information,  the  patient’s 
preconceived  “death  notice”  of  having  Multiple 
Sclerosis  is  temporarily  disspelled,  but  repetition  is 
often  needed. 

Other  information  which  is  important  for  your 
patient  to  know  concerns  susceptibility.  Patients  who 
have  this  disease  are  more  prone  to  exacerbations 
during  periods  when  they  are  equally  susceptible  to 
various  other  minor  ailments  such  as  “colds,” 
“sinusitis,”  “infections,”  “flu”  or  major  infections 
such  as  pneumonia.  On  this  premise  instruct  the 
patient  to  maintain  maximum  physiologic  resistance 
with  attention  to  adequate  rest,  moderate  exercise, 
good  mental  hygiene,  avoidance  of  continuing  emo- 
tional conflict,  and  avoidance  of  secondary  toxins 
and  trauma.  A peaceful,  productive,  moderately  ac- 


*Professor and  Chief  of  Neurology,  USD  School  of  Medi- 
cine, V.A.  Center,  Sioux  Falls,  SD  57105. 


tive  life  benefits  and  makes  these  individuals  more 
resistant  to  disease  progression. 

The  medical  treatment  of  this  disease  attends  to 
the  disability  itself.  Humans  who  are  impaired  by 
vision,  incoordination,  ocular  imbalance,  spastic 
paresis,  or  sensory  deprivation  deficits  must  be 
recognized  as  being  “physical  disabled”  even  though 
mobile.  Protecting  from  the  enormous  physical  ex- 
ertion required  to  perform  usual  tasks  when  one  is 
ataxic,  paraplegic  or  hemiplegic  is  treatment.  As  an 
example,  the  “making  a bed”  by  a person  with  a 
demyelinating  ataxia  requires  ten  times  the  time  and 
caloric  expenditure  than  that  of  a normally  coordi- 
nated human.  The  requirements  of  continued  usual 
employment  required  of  an  individual  after  first  on- 
slaught of  a demyelinating  disease  requires  physical 
exertion  which  produces  severe  physical  fatigue.  It 
may  jeopardize  his  continued  good  health  if  left 
unrecognized  and  unrestricted.  Once  an  onslaught 
has  been  survived  and  deficit  remains,  good  medical 
treatment  includes  appreciation  of  disability.  Com- 
petition with  “normals”  may  be  detrimental  to  a 
point  of  endangering  his  future  resistance  to  an 
exacerbation,  it  must  be  recognized  and  corrected 
early  by  the  physician. 

The  onslaught  of  an  acute  plaque  or  plaques 
with  resultant  deficit  is  dependent  upon  the 
location  and  size  of  that  plaque,  and  the  “con- 
siderable reaction”  of  the  normal  tissue  surrounding 
the  disease  focus.  Added  rest,  the  utilization  of  anti- 
reactive therapy  (corticoids)  produces  a more  rapid 
resolution  of  the  reaction  and  a more  complete  re- 
mission of  total  deficit  than  that  which  results  when 
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there  is  no  physiological  rest  and  no  antireactive 
therapy.  The  plaque  itself  and  the  anatomy 
destroyed  is  not  affected.  For  other  than  the  retro- 
bulbar neuritic  deficits,  the  result  of  intravenous 
ACTH  (40  u)  administered  by  slow  drip  in  500  cc. 
5%  G in  0.2  NS  over  4-6  hours  daily  for  10  days 
acts  both  as  a promoter  of  body  rest  and  an  anti- 
reactive agent,  and  is  to  be  recommended.  Per- 
mitting ambulation  and  mild  exercise  following  the 
intravenous  administration  many  times  maintains 
good  muscle  tone  and  does  not  interfere  with  “the 
rest”  required  in  this  disorder.  Avoidance  of  pre- 
scribing resistive  exercises  is  essential.  They  produce 
no  improvement  in  strength  but  merely  further 
fatigue  the  human. 

The  treatment  of  demyelinating  disorders  can  be 
beneficial  and  greatly  appreciated  by  those  with 
this  disease  even  though  treatment  cannot  change 
the  pathology  of  the  disease. 


ANNUAL  AND  BIANNUAL  LEASING  OF  ALL  MAKES  OF  AUTOMOBILES 

LEASING  IS  NOT  FOR  EVERYONE,  BUT  MEDICAL 
PEOPLE  ARE  OUR  SPECIALTY.  ALL  MAKES  OF 
AUTOS,  TRUCKS,  4 WHEELERS.  VARIOUS  PLANS 
TO  FIT  YOUR  NEEDS  OR  THE  PROFESSIONAL 
GROUPS  WITH  WHOM  YOU  ARE  ASSOCIATED. 
REFERENCES  ARE  GLADLY  FURNISHED  AND  WE 
WILL  WORK  WITH  YOUR  ACCOUNTANTS. 

3401  WEST  41st  STREET 
SIOUX  FALLS,  SOUTH  DAKOTA  57105 

PHONE  336-3818 

C.  H.  “Chuck”  Point,  Mgr.  Home  phone  336-3168 


PSYCHIATRIC  RESIDENCY 

Vacancies  for  positions  for  July  1,  1977,  for 
those  who  have  a regular  Iowa  license  or  can 
obtain  one  by  reciprocity  or  via  FLEX.  Pre- 
pare for  career  in  private  practice,  commu- 
nity clinics  or  hospital  based  psychiatry.  Em- 
phasis on  close  supervision  of  intensive  indi- 
vidual and  group  psychotherapy,  OPD,  Chil- 
dren’s Unit,  Adolescent  Unit.  Neurology  affil- 
iation with  University  of  Iowa.  The  stipends 
are:  1st  year  $21,294;  2nd  year  $22,360;  3rd 
year  $23,478.  Intensity  and  diversity  of  train- 
ing program  appreciated  best  by  personal 
visit. 

T.  B.  McManus,  M.D.,  Superintendent 
Mental  Health  Institute 
Cherokee,  IA  51012 
Call  Collect  (712)  225-2594 

Equal  opportunity  employer. 


RADIOLOGIST  WANTED 

Head  Radiology  Department  in  95-bed 
acute  care  hospital.  Progressive,  rural 
community  in  western  Nebraska,  200 
miles  from  Denver,  Colorado,  skiing, 
etc.  Position  open  July  1 . 

Contact: 

Administrator 
Saint  Mary  Hospital 
Box  591 
Scottsbluff,  NE 
(308)  632-8000 
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SOUTH  DAKOTA 


This  Is  Your 

Medical  Association 


Dr.  and  Mrs.  A.  P.  Reding,  Dr. 
and  Mrs.  J.  H.  DeGeest,  Dr.  and 
Mrs.  Jack  Berry  and  Dr.  and 
Mrs.  Layne  Carson  recently  par- 
ticipated in  the  6th  Annual  Win- 
ter Seminar  sponsored  by  the 
Minnesota  Academy  of  Family 
Physicians  held  at  St.  Thomas, 
Virgin  Islands. 

* * * * 

The  Huron  District  Medical  So- 
ciety has  elected  the  following 
officers  for  1977:  President, 

Janies  DeGeest,  M.D.,  Miller; 
Vice  President,  T.  A.  Hohm, 
M.D.,  Huron  and  Secretary- 
Treasurer,  Emil  Hofer,  M.D., 
Huron. 

* * * * 

S.  M.  Brzica,  M.D.  has  been 
named  chief  of  staff  at  McKennan 
Hospital,  Sioux  Falls.  Other  new 
officers  include  Lloyd  Wagner, 
M.D.,  vice  chief  of  staff  and  J.  J. 
Billion,  M.D.,  secretary-treasurer. 
Departmental  chairmen  are  J.  W. 
Donahoe,  M.D.,  medicine;  P.  S. 
McGreevy,  M.D.,  surgery;  P.  E. 
Lakstigala,  M.D.,  family  practice 
and  W.  P.  McKenzie,  D.D.S., 
dental. 

* * * * 

C.  L.  Swanson,  M.D.,  Pierre,  was 
elected  to  the  Board  of  Directors 
for  the  Pierre  National  Bank. 

* * * * 

St.  Luke’s  Hospital,  Aberdeen, 
medical-dental  staff  elected  Rob- 
ert C.  McGee,  M.D.  president  of 
the  staff.  Paul  R.  Leon,  M.D. 
was  elected  vice  president  and 
Glen  Shaurette,  M.D.,  secretary. 


H.  Streeter  Shining,  M.D.,  Rapid 
City,  delivered  the  commence- 
ment address  for  the  twenty-four 
students  who  graduated  from  the 
Black  Hills  Area  Vocational 
Technical  School  of  Practical 
Nursing. 

* * * * 

The  members  of  the  Sioux  Falls 
Area  Ostomy  Association  heard 
A.  Dale  Gulledge,  M.D.,  speak 
on  the  psychological  implications 

of  ostomy  surgery. 

* * * * 

The  SDSMA  Auxiliary  held  a 
Physicians  Wife  Day  in  Pierre  at 
which  time  they  toured  the  Cap- 
itol, visited  the  legislature  in  ses- 
sion and  discussed  matters  of 
concern  with  their  local  legisla- 
tors. 

* * * * 


YOUR 

CONTRIBUTION 
TO  THE 

SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT 
FUND 
IS  NEEDED 


Programs  presented  at  the  winter 
meetings  of  the  Watertown  Dis- 
trict Medical  Society  include 
“Anemia  Problems  In  Children” 
by  L.  Gilbert  Thatcher,  M.D., 
Sioux  Falls;  “Child  Abuse  and 
Its  Diagnosis”  by  E.  H.  Hein- 
richs, M.D.,  Watertown;  and 
“Ostomy  Care,  American  Cancer 
Society  Program”  by  A.  C.  Vo- 
gele,  M.D.,  Aberdeen. 

* * * * 

1977  officers  for  the  Mitchell 
District  Medical  Society  are 
Charles  Monson,  M.D.,  pres- 
ident; Leonard  Tobin,  M.D.,  vice 
president;  and  Chris  Moller, 
M.D.,  secretary. 

* * * * 

C.  L.  Swanson,  M.D.  was  elected 
president  of  the  Pierre  District 
Medical  Society  for  1977.  Other 
officers  include  Barbara  Spears, 
M.D.,  vice  president  and  J.  T. 
Cowan,  M.D.,  secretary-treas- 
urer. 

* * * * 

The  Black  Hills  District  Medical 
Society  elected  Charles  Gwinn, 
M.D.  president  for  the  coming 
year.  Charles  Tesar,  M.D.  was 
elected  president  elect  and  A.  J. 
Barrett,  M.D.  secretary-treasurer. 

* * * * 

Officers  elected  by  the  Sioux 
Falls  District  Medical  Society  for 
1977  are  President,  Guy  Tam, 
M.D.;  Vice  President,  Bill 
Church,  M.D.;  Secretary,  W. 
Allan  Boade,  M.D.;  and  Treas- 
urer, F.  G.  Alvine,  M.D. 
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Letters  To  The 
Editor 

I read  the  article  “Come  Fly  With  Me”  in  the 
February  issue  of  the  South  Dakota  Journal  of 
Medicine,  and  was  very  pleased  that  you  included 
it  in  our  state  journal. 

I am  a member  of  the  Flying  Physicians  Asso- 
ciation and  have  been  since  1973.  I feel  that  it  is  a 
very  worthwhile  organization,  and  would  encourage 
anyone  who  has  an  interest  in  aviation  to  become 
involved  in  the  organization. 

There  are  several  medical  doctors  in  South 
Dakota  who  are  members  of  this  association  and  I 
would  be  happy  to  discuss  the  association  with 
anyone  who  desires  further  information  concerning 
the  goal  and  structure  of  the  association. 

The  Central  Plains  Chapter  of  FPA  will  meet 
at  the  Alameda  Plaza  Hotel  in  Kansas  City,  Mo.  on 
May  27,  through  29,  1977.  At  the  present  time  the 
South  Dakota  members  of  the  Flying  Physicians 
Association  are  included  with  several  other  mid- 
western  states’  members  to  form  the  Central  Plains 
Chapter. 

Thank  you. 

Sincerely, 

Charles  L.  Pelton,  M.D. 

105  East  Blaine 

Gettysburg,  S.D.  57442 


Project  USA,  the  American  Medical  Association’s 
program  to  recruit  physicians  for  short-term  service 
(usually  two  weeks)  has  year  round  vacancies  at 
Indian  Health  Service  facilities,  and  National 
Health  Service  Corps  rural  communities.  Project 
USA  physicians  receive  $500  a week  plus  round 
trip  air  coach  fare,  and  family  housing  accommoda- 
tions are  provided. 

Malpractice  insurance  coverage  is  furnished  under 
the  Federal  Torts  Claims  Act  for  service  on  Indian 
reservations,  however  the  physician  must  provide 
his/her  own  malpractice  insurance  at  a NHSC  site. 
It  is  a simple  procedure  to  extend  an  existing 
coverage  to  include  short-term  service  at  a NHSC 
location.  Any  expense  involved  in  this  process  will 
be  assumed  by  Project  USA. 

Physicians  interested  in  participating  in  this  pro- 
gram are  requested  to  contact  John  Naughton, 
AMA,  535  N.  Dearborn,  Chicago,  Illinois  60610; 
(312)  751-6388. 


BEN  E.  DIAMOND 
(a  biographical  sketch) 

Ben  E.  Diamond  who  retired  as  Director  of  the 
Health  and  Ecological  Laboratories  late  in  1976  has 
been  appointed  as  the  Thayer-Martin  Scientist  in 
Residence  in  the  Department  of  Biological  Sciences 
at  Gardner  Webb  College.  Gardner  Webb  College  is 
a liberal  arts  college  with  an  enrollment  of  1600 
students  and  is  located  at  Boiling  Springs,  North 
Carolina.  It  is  a church  operated  college  of  the 
Baptist  State  Convention  of  North  Carolina.  He  will 
teach  Environmental  Bacteriology  for  the  spring 
semester  and  lecture  on  selected  subjects  in  the 
School  of  Public  Health  at  the  University  of  North 
Carolina. 

Upon  graduation  from  Kansas  State  University 
in  1938  he  was  awarded  a graduate  assistantship  in 
the  State  Health  Laboratory  which  was  a part  of  the 
School  of  Medicine  at  Vermillion.  He  completed  his 
Master’s  degree  from  the  University  in  1939  and 
became  a bacteriologist  there.  In  1945  he  was  trans- 
ferred to  Pierre  as  an  assistant  director  of  the 
laboratory  then  housed  in  the  Capitol  Building  and 
in  1946  became  its  director. 

He  is  a fellow  in  the  American  Public  Health 
Association,  the  American  Association  for  the  Ad- 
vancement of  Science  and  the  Royal  Society  of 
Hygiene.  Memberships  included  the  American  So- 
ciety of  Microbiology,  the  Association  of  State  and 
Territorial  Laboratory  Directors,  the  Conference  of 
Public  Health  Laboratory  Directors  of  which  he  is 
a past  chairman  and  has  been  the  editor  of  the 
Public  Health  Laboratory,  its  official  publication  for 
14  years.  There  is  included,  too,  membership  in 
Sigma  Xi,  the  honorary  research  society  and  listings 
in  American  Men  of  Science  and  Who’s  Who  in 
South  Dakota. 

Last  Spring  the  South  Dakota  Public  Health 
Association  awarded  him  the  G.  J.  Van  Heuvelen 
Award  For  Meritorious  Service.  Many  investigations 
have  been  published  either  as  a sole  author  or  in 
collaboration  with  individuals  on  his  staff. 


Now  leasing  both  cars 
and  trucks  to  help 
solve  your  total 
transportation  needs 
in  a professional 
manner. 

Contact:  Al  Borgen 

4200  WEST  TWELFTH 
P.  O.  DRAWER  P 

SIOUX  FALLS,  SOUTH  DAKOTA  57101 
(605)  336-1700 
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CLINICOPATHOLOGICAL  CONFERENCE 

From  the  Intern  and  Resident  Teaching  Conferences  at  the  Sioux  Valley  Hospital,  conducted  by 
the  Department  of  Pathology  of  the  Hospital  and  of  the  School  of  Medicine 
of  the  University  of  South  Dakota 


SIXTY  YEAR  OLD  MAN  WITH  SUDDEN  ONSET 
OF  FEVER  AND  COMA 


Louis  Hogrefe,  M.D.* 

Discusser 


John  F.  Barlow,  M.D.,  FCAP** 

Pathologist- — Editor 


Case  No.  M691028 

This  67-year-old  Caucasian  male  was  transferred  to  Sioux 
Valley  Hospital  for  fever  and  coma. 

The  patient  had  been  in  excellent  health  until  six  days 
prior  to  admission  when  he  developed  difficulty  talking 
after  working  on  a tractor  all  day.  Apparently  the  dysar- 
thria was  transient  and  cleared  over  night,  but  the  following 
morning  the  patient  became  generally  weaker  without  any 
lateralizing  signs.  He  was  admitted  to  a hospital  where  he 
was  found  to  have  a spiking  fever  of  103°  to  104°F. 
He  became  quite  confused  in  the  mornings  but  this  cleared 
in  the  evenings  for  the  first  several  hospital  days.  He 
was  treated  with  intravenous  ampicillin.  He  was  thought  to 
be  in  congestive  heart  failure  and  was  started  on  digitalis. 
The  morning  of  transfer  the  patient  became  significantly 
worse  with  decreasing  consciousness  to  a comatose  state, 
increasing  dyspnea  and  weakness  of  the  left  arm  and  leg. 
Jaundice  was  first  noted  clinically  at  this  time. 

Past  medical  history  revealed  the  patient  had  had  a 
cholecystectomy  ten  years  ago.  There  was  no  other  history 
of  hospitalization. 

PHYSICAL  EXAMINATION:  Moderately  icteric  man 
with  mild  proptosis  unresponsive  to  verbal  stimuli  but 
responsive  with  some  movement  of  his  extremities  to  pain- 
ful stimuli.  Pulse  was  100/minute  and  regular.  Respirations 
were  regular  and  coarse  at  36/minute.  Blood  pressure  was 
150  systolic  and  70  diastolic.  The  pupils  did  not  react  well 
to  light.  The  right  pupil  was  slightly  greater  in  size  than 
the  left  pupil  and  both  constricted  to  approximately  2 mm. 
There  was  moderate  scleral  icterus.  The  left  disc  was  not 
well  visualized  because  of  the  small  pupil.  The  right  disc 
and  fundus  were  somewhat  blurred.  The  patient  was 
edentulous.  He  gripped  the  tongue  blade  very  tightly  when 
one  tried  to  open  his  mouth.  There  was  no  nuchal  rigidity 
but  the  patient  moaned  when  his  neck  was  moved.  Ex- 
amination of  the  chest  revealed  symmetrical  motion  without 
retraction.  Breath  sounds  were  harsh,  mostly  because  of 


* Resident  in  Family  and  Community  Medicine,  Sioux 
Falls,  SD. 

**Pathologist,  Laboratory  of  Clinical  Medicine  and  Sioux 
Valley  Hospital;  Professor  of  Pathology,  School  of  Medi- 
cine, University  of  South  Dakota. 

Supported  in  part  by  Clinical  Cancer  Training  Grant  T12  CA  08032 
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transmitted  noise  from  secretions  in  the  airway.  There  were 
no  other  abnormalities  to  auscultation  and  percussion.  The 
heart  had  a normal  sinus  rhythm  with  a harsh  grade  III 
(six  grades)  holosystolic  murmur  loudest  in  the  mid  clavic- 
ular line  approximately  at  the  fifth  to  sixth  interspace  on 
the  left.  There  was  wide  transmission  of  the  murmur  into 
the  neck.  The  liver  was  palpable  at  the  costal  margin  and 
its  width  was  13  cm.  to  percussion.  The  spleen  was  not 
palpable  and  there  were  no  other  organs  or  masses.  The 
prostate  was  small  and  symmetrical  and  there  were  no 
other  abnormalities  on  rectal  examination.  The  genitalia 
were  normal  male. 

Examination  of  the  extremities  revealed  an  ecchymotic 
third  right  toe  but  no  other  petechiae  were  noted  on  the 
body.  The  deep  tendon  reflexes  were  greater  on  the  left 
side  than  the  right  and  there  was  an  extensor  plantar 
response  on  the  left  and  a questionable  Hoffman’s  sign 
on  the  left  side. 

LABORATORY  DATA  FROM  OUTSIDE  HOSPITAL: 
urinalysis — amber,  cloudy,  pH  5.5,  specific  gravity  1.014, 
1+  albumin,  negative  for  sugar,  ketones,  bilirubin,  1 + 
occult  blood;  0-2  white  cells/hpf,  and  0-2  granular 
casts/lpf.  Sodium  133  meq/L,  potassium  3.0  meq/L,  total 
bilirubin  3.6  mgs/dl,  serum  aspartate  aminotransferase 
(SGOT)  36  int.  units/dl,  alkaline  phosphatase  30  int. 
units/dl,  total  protein  5.8  gms/dl,  albumin  3.4  gms/dl, 
uric  acid  11.3  mgs/dl,  BUN  38  mgs/dl,  cholesterol  141 
mgs/dl,  glucose  133  mgs/dl.  A flat  plate  and  right  lateral 
decubitus  of  the  abdomen  were  read  as  nonspecific  and  a 
chest  film  as  cardiomegaly  with  failure. 

LABORATORY  DATA  ON  ADMISSION:  urinalysis, 

cloudy,  yellow,  specific  gravity  1.007,  pH  5.0,  negative  for 
protein,  glucose,  ketone  bodies,  bile,  small  amount  of  occult 
blood;  sediment  3-5  white  cells/hpf,  1-2  red  cells/hpf, 
5-6  granular  casts/lpf.  Hemoglobin  14.6  gms/dl,  red 
count  4.72  million/mm3,  hematocrit  42  vols/dl,  mean 
corpuscular  hemoglobin  30  micromicrograms,  mean 
corpuscular  volume  86  cubic  micra,  mean  corpuscular 
hemoglobin  concentration  35%,  total  leukocyte  count 
16,600mm3,  platelet  count  49,000/mm3,  differential — 
68%  segmented  neutrophils,  25%  neutrophilic  bands,  7% 
normal  lymphocytes.  The  red  cells  were  normochromic, 
normocytic  with  some  burr  cells  on  the  smear.  The  platelets 
were  decreased.  Reticulocyte  count  was  0.6%,  bilirubin 
6.6  mgs/dl  with  6.2  mgs/dl  direct  and  0.4  mgs/dl  indirect. 
Creatinine  1.3  mgs/dl,  arterial  blood  gases,  pH  7.40, 
PC02  25  mm  of  Hg,  CO,  content  16  meq/L,  P02 
71  mm  of  Hg,  02  saturation  93%  with  40%  oxygen  running. 
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Prothrombin  time  16.5  seconds  with  a control  of  12.5 
seconds,  partial  thromboplastin  time  37.5  seconds  with  a 
control  of  30  seconds,  protamine  sulfate — negative,  fibrino- 
gen 225  mgs/dl  (normal  200-400  mg/di).  Sputum  culture 
revealed  a moderate  amount  of  Candida  albicans  and  a 
few  coagulase  positive  staphylococci.  Bone  marrow  culture 
and  three  blood  cultures  revealed  staphylococci  coagulase 
positive.  A urine  culture  showed  no  growth  in  48  hours. 
An  electrocardiogram  revealed  an  occasional  premature 
auricular  contraction  but  was  otherwise  within  normal 
limits.  Outside  chest  film  showed  minimal  cardiac  enlarge- 
ment with  early  congestive  changes  and  flat  plate  of  the 
abdomen  showed  no  evidence  of  any  acute  process.  A 
portable  chest  film  at  this  hospital  showed  cardiac  en- 
largement with  congestive  changes.  A brain  scan  was  ab- 
normal with  an  area  of  increased  uptake  in  the  anterior 
parietal  region.  Echocardiogram  was  interpreted  as  a 
cardiac  arrhythmia  with  no  definite  vegetations  seen.  Bone 
marrow  aspirate  showed  only  severe  myeloid  hyperplasia. 

Shortly  after  admission,  the  patient  went  into  shock  with 
dropping  blood  pressure,  the  systolic  being  in  the  60  to  70 
range.  The  patient  did  not  respond  to  resuscitative  efforts 
and  died  12  hours  after  admission. 

DR.  HOGREFE:  In  summary,  we  have  an  elderly 
male  who  presented  with  spiking  fevers  and  con- 
fusion associated  with  congestive  heart  failure  of 
several  days  duration.  The  course  continued  rapidly 
downhill  with  increasing  dyspnea,  weakness  of  the 
left  arm  and  leg,  and  finally  coma.  On  admission 
physical  examination  showed  moderate  icterus,  un- 
responsiveness to  verbal  stimuli,  blurring  of  the  right 
disk,  evidence  of  meningismus,  congested  lungs  and 
a harsh  grade  III  holosystolic  murmur.  There  was 
also  an  ecchymotic  toe. 

The  initial  symptom  of  this  patient’s  downhill 
course  was  transient  dysarthria,  a neurologic 
symptom.  This  symptom  is  usually  due  to  a localized 
process  in  the  central  nervous  system;  and,  in  this 
instance,  appeared  acutely.  The  six  types  of  basic 
central  nervous  system  pathology  are:  infection, 
neoplasia,  trauma,  vascular  insult,  degeneration  and 
congenital  malformation.  Acute  transient  dysarthria 
would  fall  into  the  category  of  vascular  insult.  Al- 
though this  supposed  vascular  accident  could  be 
attributed  to  a transient  ischemic  attack,  one  is 
obliged  to  rule  out  any  embolic  phenomenon. 
Emboli  can  arise  from  many  sources  which  can  be 
divided  into  cardiac  and  non-cardiac  sources. 
Emboli  from  a cardiac  source  often  originate  from 
atrial  thrombi  secondary  to  atrial  fibrillation  or 
other  arrhythmias,  mural  thrombi  secondary  to 
myocardial  infarction,  or  valvular  vegetations  of 
bacterial  endocarditis.  Other  forms  of  heart  disease 
with  or  without  arrhythmia  but  with  mural  throm- 
bosis such  as  mitral  stenosis,  cardiac  surgery,  non- 
bacterial  thromotic  endocarditis  (marantic  endo- 
carditis), paradoxical  embolism  with  congenital 
heart  disease,  and  trichinosis  also  can  be  cardiac 
sources  of  emboli.  Extra  cardiac  sources  include 
atheromas  of  the  aorta  or  major  peripheral  arteries. 


Atheromatous  emboli  to  the  brain  are  usually  from 
the  aortic  arch  or  the  carotid  arteries.  Emboli  from 
thrombi  in  the  cerebral  arteries  or  thrombi  in  pul- 
monary veins,  tumor  emboli,  or  air  from  head  and 
neck  surgery  can  be  sources  of  embolic  disease  to 
the  central  nervous  system. 

Our  next  major  clue  in  this  case  was  the  ap- 
pearance of  spiking  fevers  to  104°.  With  the  pre- 
vious suggested  causes  of  cerebral  embolism,  the 
fever  points  us  in  the  direction  of  bacterial  endo- 
carditis. We  find  that  the  patient  develops  signs 
suggesting  congestive  heart  failure.  This  strengthens 
the  diagnosis  of  bacterial  endocarditis.  The  presence 
of  a grade  III  holosystolic  murmur  seems  to  clinch 
the  diagnosis  and  the  presence  of  three  blood  cul- 
tures yielding  staphylococcus  aureus  puts  the  icing 
on  the  cake. 

Acute  bacterial  endocarditis  usually  begins 
abruptly,  often  with  a previous  focus  of  infection 
antedating  the  endocarditis.  The  patient  usually 
presents  with  a course  of  high  fever,  chills,  and  the 
clinical  course  may  be  fulminating  with  death  in 
several  days.  The  fever  in  acute  bacterial  endo- 
carditis is  high  and  often  intermittent.  Peripheral 
manifestations  more  often  seen  in  subacute  bac- 
terial endocarditis  are  painful  lesions  of  the  finger- 
tips (Osier’s  nodes)  or  the  painful  lesions  on  the 
palms  and  soles  (Janeway’s  lesions).  Petechiae 
may  appear  in  acute  bacterial  endocarditis  but  are 
not  common.  Staphylococcus  aureus  is  the  most 
common  organism  seen  in  acute  bacterial  endo- 
carditis, but  streptococcus  pneumoniae  (pneumo- 
coccus) and  Neisseria  gonorrhoeae  also  can  pro- 
duce this  entity.  Embolic  phenomena  are  common 
in  acute  bacterial  endocarditis  and  secondary  in- 
fection is  common  in  the  sites  of  the  emboli.  This 
is  especially  true  when  the  disease  is  due  to 
staphylococcus  aureus.  Emboli  can  involve  any 
organ,  but  frequently  lodge  in  the  central  nervous 
system  producing  a wide  range  of  signs  and 
symptoms.  Emboli  can  be  sterile  but  they  can  be 
septic  in  staphylococcal  endocarditis.  The  septic 
emboli  can  produce  meningitis  or  encephalitis,  my- 
cotic aneurysms,  or  brain  abscess.  The  sterile  emboli 
can  lead  to  infarction  or  hemorrhage  or  both. 

Unfortunately,  the  initial  manifestations  of  the 
central  nervous  system  process  in  bacterial  endo- 
carditis may  be  mild  consisting  only  of  headache 
and/or  personality  change.  However,  more  pro- 
nounced signs  and  symptoms  soon  evolve.  Emboli  to 
the  kidney  with  renal  infarction  are  well  described 
and  glomerulonephritis  also  has  been  described. 
Cardiac  complications  of  endocarditis  include  de- 
struction of  the  valve  leaflets  and  extension  of  the 
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septic  process  to  involve  the  cardiac  septum  or  the 
aortic  sinuses  of  Valsalva.  Emboli  into  the  coronary 
circulation  producing  myocardial  infarction  with 
arrhythmias  is  common.  Before  antibiotics  were 
available,  death  from  bacterial  endocarditis  resulted 
from  overwhelming  infection,  but  since  effective 
antimicrobial  agents  have  become  available,  death 
from  congestive  heart  failure  due  to  valve  deformity 
has  become  more  common. 

The  most  significant  laboratory  finding  is  bac- 
teremia. Five  to  six  blood  cultures  should  be  drawn 
and  are  adequate  for  the  diagnosis  of  acute  or  sub- 
acute bacterial  endocarditis.  One  would  like  to  have 
two  positive  cultures  with  the  same  organism  grow- 
ing in  cultures  obtained  from  separate  sites.  There 
is  some  disagreement  as  to  the  timing  of  the  col- 
lection of  the  blood  cultures.  Some  authorities  feel 
that  the  bacteremia  is  continuous  and  the  cultures 
can  be  drawn  at  any  time.  Others  feel  you  should 
follow  the  temperature  curve  for  about  12  hours 
and  draw  the  blood  cultures  an  hour  before  the 
next  expected  fever  spike. 

Treatment  of  bacterial  endocarditis  utilizes  ade- 
quate doses  of  parenteral  antibiotics  and  in 
staphylococcal  endocarditis,  one  should  use  a peni- 
cillinase resistant  penicillin  in  doses  of  approximately 
12  gm.  per  day  for  at  least  six  weeks.  It  is  recom- 
mended that  blood  cultures  be  repeated  several 
times  during  the  course  of  the  antibiotic  treatment. 
A strong  suggestion  for  monitoring  therapy  is  to 
draw  serum  one  to  two  hours  after  antibiotic  is 
administered  and  determine  the  bacteriocidal  dilu- 
tion on  the  serum  specimen.  The  titer  should  be  at 
least  1:8.  In  addition  to  the  antibiotic  therapy, 
vigorous  medical  support  such  as  management  of 
the  congestive  heart  failure  with  digitalis  must  be 
employed. 

Because  valve  destruction  can  lead  to  severe 
congestive  heart  failure  as  a common  cause 
of  death  in  patients  with  bacterial  endocarditis,  it 
has  been  suggested  that  an  early  surgical  approach 
to  this  disease  be  utilized.  Early  valve  replacement 
is  feasible.  Infection  of  the  prosthetic  valve  is  rare 
and  destruction  of  the  prosthesis  is  not  common. 
Indications  for  cardiac  surgery  and  valve  replace- 
ment in  bacterial  endocarditis  include  tears  or  large 
perforations,  congestive  heart  failure  that  fails  to 
respond  to  vigorous  medical  management,  develop- 
ment of  aneurysms  of  the  sinus  of  Valsalva  or  in- 
volvement of  the  A-V  junction  tissues,  valvular  in- 
fections that  fail  to  respond  to  high  doses  of  an 
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apparently  appropriate  antibiotic,  and  relapse  of 
infection  after  antibiotic  therapy  following  two  or 
more  courses  of  therapy  with  an  effective  antibiotic. 

Effective  treatment  of  acute  bacterial  endo- 
carditis, therefore,  requires  prompt  recognition  fol- 
lowed by  institution  of  therapy  with  large  doses  of 
effective  bacteriocidal  parenteral  antibiotics.  Close 
monitoring  with  supportive  care  of  cardiac  failure 
and  other  organ  system  involvement  must  be  done. 
Surgery  based  on  the  indications  above  may  be 
necessary. 

Prompt  diagnosis  necessitates  the  physician  hav- 
ing a high  index  of  suspicion  especially  in  older  pa- 
tients. There  is  a recent  study  in  which  the  authors 
reviewed  42  cases  of  endocarditis  in  patients  60 
years  of  age  or  older.  The  predominant  organisms 
were  staphylococcus  aureus  and  streptococci.  There 
were  cases  of  both  subacute  and  acute  bacterial 
endocarditis.  However,  the  study  indicated  that  the 
diagnosis  premortem  of  bacterial  endocarditis  in 
these  patients  was  low.  Murmurs  were  present  in 
only  68%  of  these  patients.  Fever  was  present  in 
93%.  In  patients  with  fever,  the  diagnosis  was  made 
or  suspected  in  only  38%. 

Even  when  the  murmur  was  present,  the  diagnosis 
was  suspected  in  only  54%  of  the  patients.  When 
the  murmur  was  absent,  as  it  was  in  32%  of  the 
patients,  the  diagnosis  of  endocarditis  was  only  sus- 
pected in  9%.  The  diagnosis  of  bacterial  endocarditis 
in  older  subjects  can  only  be  made  with  the  knowl- 
edge that  the  disease  can  occur  in  these  patients, 
and  although  fever  is  commonly  present,  murmurs 
may  be  absent  in  these  patients. 

Autopsy  findings  in  this  case  will  show  acute 
bacterial  endocarditis.  There  will  be  multiple  organ 
involvement  including  infarction  of  the  brain  and 
possible  secondary  encephalitis  or  meningitis.  In- 
farcts or  abscesses  of  the  kidneys  and  liver  may 
well  be  present.  Possibly  glomerulonephritis  may  be 
present.  I will  expect  to  see  vegetations  on  the 
mitral  valve  with  marked  destruction  of  the  valve 
and  perhaps  secondary  involvement  of  the  aortic 
valve.  The  main  cause  of  death  may  have  been  in- 
tractable congestive  heart  failure. 

Dr.  Hogrefe’s  Diagnoses 
Acute  Bacterial  Endocarditis  of  Mitral 
Valve  Due  to  Staphylococcus  Aureus. 

*DR.  JOHN  MALM:  Were  there  any  skin  mani- 
festations in  this  case? 

DR.  HOGREFE:  He  had  an  ecchymotic  toe  which 
may  have  been  secondary  to  an  embolus. 

DR.  MALM:  Do  you  know  if  that  toe  lesion  ap- 
peared recently? 

DR.  HOGREFE:  I presumed  it  was  of  recent  onset. 
**DR.  HOWARD  HOODY:  Had  the  patient  had 
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any  recent  dental  procedure? 

DR.  HOGREFE:  I don’t  know. 

*DR.  ED  BATT:  Do  you  think  there  was  disease 
in  this  valve  before  the  endocarditis? 

DR.  EIOGREFE:  No,  I think  this  was  engrafted 
on  a normal  valve.  Acute  bacterial  endocarditis  due 
to  staphylococcus  aureus  frequently  affects  normal 
heart  valves. 

DR.  BARLOW:  As  predicted  the  mitral  valve  was 
the  site  of  a large  vegetation  with  marked  destruc- 
tion of  the  posterior  leaflet.  (Fig.  1)  Gram  stain  of 
the  vegetation  revealed  many  gram  positive  cocci, 
and  cultures  of  the  vegetation  revealed  staphylococ- 
cus aureus  as  did  the  antemortem  blood  cultures. 
Also  as  suggested  there  was  hemorrhagic  infarction 
of  the  right  cerebrum.  The  hemorrhage  had  ruptured 
into  the  ventricle  causing  death.  The  patient  had 
moderate  coronary  heart  disease,  and  recent  myo- 
cardial infarction  was  found  in  the  posterior  wall  of 
the  left  ventricle.  This  may,  indeed,  have  been  sec- 
ondary to  a coronary  embolus.  There  was  also  an 
abscess  and  a hemorrhagic  infarction  of  the  spleen. 
The  liver  showed  mild  fatty  change  but  no  areas  of 
infarction  or  abscess.  The  kidneys  showed  a single 
thrombus  in  a glomerulus  microscopically  but  there 
were  no  renal  infarcts  and  there  was  no  evidence  of 
glomerulonephritis. 

FINAL  ANATOMIC  DIAGNOSES 

1.  INFECTIVE  ENDOCARDITIS,  MITRAL 
VALVE  DUE  TO  STAPHYLOCOCCUS 
AUREUS 

2.  HEMORRHAGIC  INFARCTION,  RIGHT 
CEREBRUM  WITH  RUPTURE  OF  HEM- 
ORRHAGE INTO  VENTRICLE 

3.  CORONARY  HEART  DISEASE,  MODER- 
ATE 

4.  MYOCARDIAL  INFARCTION,  POSTERI- 
OR WALL,  RECENT 

5.  PLEURAL  ADHESIONS,  FIBROUS,  BI- 
LATERAL 

6.  ABSCESS  AND  HEMORRHAGIC  INFARC- 
TION OF  THE  SPLEEN 

7.  CHOLELITHIASIS 

8.  FATTY  CHANGE  OF  LIVER,  MILD 

9.  ATHEROSCLEROSIS  OF  AORTA  WITH 
4 x 3 cm.  ABDOMINAL  ATHEROSCLER- 
OTIC ANEURYSM 

Dr.  Hogrefe  has  mentioned  many  of  the  important 
points  about  staphylococcal  endocarditis  including 
the  involvement  of  normal  heart  valves,  the 
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Figure  1 

Large  vegetation  on  mitral  valve. 


fulminating  course  as  well  as  the  fact  that  murmurs 
may  not  be  present  when  the  patient  is  first  seen. 
The  frequency  in  elderly  men  and  the  presence  of 
metastatic  infections  to  vital  organs  was  well  de- 
scribed. It  should  be  noted  that,  although  common, 
a primary  site  of  infection  may  not  be  noted  in  up 
to  one  third  of  the  cases,  so  the  source  of  the 
bacteremia  producing  the  endocarditis  often  is  not 
known. 

Perhaps  a better  word  than  bacterial  endocarditis 
for  this  entity  is  infective  endocarditis  as  other 
organisms  such  as  fungi  and  rickettsia  have  been 
known  to  cause  endocarditis.  The  incidence  of  en- 
docarditis continues  to  be  high.  In  acute  infective 
endocarditis,  there  are  severe  systemic  signs  and  a 
marked  rapidity  of  the  process.  The  patient  mani- 
fests all  the  signs  of  the  severe  acute  infection.  The 
other  type  of  endocarditis  is  often  called  subacute 
infective  endocarditis  and  usually  presents  with 
lower  fever  and  does  not  show  severe  leukocytosis 
or  chills.  Signs  of  chronic  disease  such  as  anemia 
are  more  likely  to  be  present  in  the  subacute 
process.  What  is  more  immunologic  phenomenon 
such  as  glomerulonephritis  are  more  apt  to  be 
present  in  subacute  endocarditis.  It  has  been  shown 
that  not  only  glomerulonephritis,  but  also  Roth  spots 
of  the  retina,  Janeway  lesions  of  the  palms  and  soles 
and  Osier’s  nodes  as  mentioned  by  Dr.  Hogrefe  are 
really  more  common  in  the  subacute  variety  and  may 
be  due  to  immune  complex  precipitation  rather  than 
due  to  emboli  from  the  vegetations. 

The  subacute  form  of  endocarditis  is  almost  ex- 
clusively seen  on  heart  valves  affected  by  a rheumat- 
ic process  or  in  certain  congenital  heart  lesions 
such  as  ventricular  septal  defect,  patent  ductus 
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arteriosus  or  coarctation  of  the  aorta.  It  is  inter- 
esting that  since  rheumatic  valvular  disease  has  de- 
creased, other  cardiac  lesions  predisposing  to  bac- 
terial endocarditis  have  increased  in  prominence. 
These  include  calcification  of  the  mitral  annulus, 
calcific  aortic  stenosis,  the  mitral  valve  prolapse 
syndrome,  floppy  valves  as  in  Marfan’s  disease  and 
even  idiopathic  hypertrophic  subaortic  stenosis. 
With  the  advent  of  heart  surgery,  secondary  infec- 
tion of  implanted  heart  valves  or  infection  at  the 
site  of  other  intracardiac  procedures  has  been  seen. 
The  organisms  producing  this  type  of  infection  have 
often  been  staphylococcus  albus  or  fungi  such  as 
Candida  or  aspergillus.  Gram  negative  rods  and 
organisms  of  low  pathogenic  potential  have  also 
been  noted  in  postoperative  cardiac  infections. 

The  increase  of  intravenous  drugs  such  as  in 
heroin  addiction  has  highlighted  a more  recent  type 
of  endocarditis.  This  has  been  described  as  a right 
sided  valvular  cardiac  disease  due  to  staphylococcus 
aureus.  However,  left  sided  acute  bacterial  endo- 
carditis in  addicts  due  to  organisms  such  as  serratia 
and  pseudomonas  aeruginosa  or  pseudomonas 
cepacia  has  also  been  described.  These  affected 
heart  valves  in  addicts  are  often  normal  before  the 
infection.  Because  there  is  an  increased  incidence  of 
right  sided  heart  disease  in  addicts  with  endocarditis, 
it  should  be  noted  that  the  right  sided  disease  often 
initially  presents  as  a severe  pulmonary  septic 
process  rather  than  with  the  usual  signs  of  left 
sided  endocarditis  such  as  prominent  peripheral 
emboli  or  manifestations  of  congestive  heart  failure. 

Streptococci  continue  to  be  a major  cause  of 
endocarditis.  Streptococcus  viridans  is  still  the  lead- 
ing cause  of  endocarditis  seen  in  congenital  heart 
disease  or  in  endocarditis  engrafted  upon  rheumatic 
valvular  disease.  Enterococci  (Group  D strepto- 
cocci) often  cause  a type  of  endocarditis  seen  in 
elderly  men  secondary  to  a primary  site  of  geni- 
tourinary infection.  Enterococci  also  can  cause  endo- 
carditis in  younger  women  with  pelvic  infections. 
As  enterococci  require  massive  doses  of  penicillin 
and  streptomycin  it  is  important  to  note  that  a small 
subgroup  of  the  group  D streptococci  may  be  sepa- 
rated and  prove  to  be  extremely  sensitive  to  peni- 
cillin. One  such  organism  is  streptococcus  bovis. 
The  laboratory  indeed  should  be  able  to  separate 
this  organism  from  the  usual  group  D streptococci. 

The  cause  of  localization  of  the  above  organisms 
in  the  heart  valve  is  not  understood.  This  is  particu- 
larly true  of  acute  bacterial  endocarditis.  In  subacute 
bacterial  endocarditis  affecting  the  damaged  or  the 
congenitally  malformed  heart,  it  is  felt  that  the  ini- 
tiation and  localization  of  the  process  is  due  to  jet 
effects  causing  endocardial  damage.  Platelet  thrombi 


adhere  to  these  areas  of  damage.  Since  organisms 
such  as  streptococcus  viridans  are  a frequent  cause 
of  transient  bacteremia,  they  may  lodge  in  these 
areas.  Also  since  agglutinating  antibodies  due  to 
these  streptococcal  organisms  are  common,  these 
antibodies  produce  agglutinated  masses  of  these 
particular  organisms  which  then  incorporate  into  the 
platelet  thrombi  on  the  valve  surface  to  produce  a 
nidus  for  infective  endocarditis. 

In  closing,  I would  like  to  say  that  blood  cultures 
are  almost  always  positive  in  endocarditis.  As  the 
bacteremia  is  continuous,  three  to  four  blood  cul- 
tures no  closer  than  an  hour  apart  are  usually 
adequate  to  make  the  diagnosis.  If  the  patient  has 
received  previous  antibiotic  therapy,  I would  sug- 
gest up  to  six  blood  cultures  over  a 48  hour  period. 
The  cultures  should  be  drawn  just  prior  to  the  next 
dose  of  antibiotic  so  that  the  lowest  level  of  antimi- 
crobial agent  will  be  present  when  the  blood  cul- 
tures are  drawn.  Indeed  negative  blood  cultures 
have  been  reported  in  proven  endocarditis.  Previous 
antibiotic  therapy  is  the  most  common  cause  of 
this,  even  though  blood  culture  media  contain  sub- 
stances to  inhibit  the  action  of  antimicrobial  agents. 
Another  cause  of  negative  blood  cultures  are  unusual 
organisms  such  as  fungi  or  rickettsiae.  Special  cul- 
tures for  fungi  and  anaerobes  will  usually  detect 
these  organisms.  High  levels  of  antibodies  in  sub- 
acute bacterial  endocarditis  have  been  associated 
with  negative  blood  cultures  on  occasion. 
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CLINICOPATHOLOGICAL  CONFERENCE 

From  the  Intern  and  Resident  Teaching  Conferences  at  the  Sioux  Valley  Hospital,  conducted  by 
the  Department  of  Pathology  of  the  Hospital  and  of  the  School  of  Medicine 
of  the  University  of  South  Dakota 


TWENTY-SIX  YEAR  OTD  WOMAN  WITH  PREMATURE 
VENTRICULAR  CONTRACTIONS  AND  DIAGNOSTIC 
AUSCULTATORY  AND  ECHOCARDIOGRAPHIC  FINDINGS 


Robert  C.  Talley,  M.D.* 

Discusser 


John  F.  Barlow,  M.D.,  FCAP** 

Pathologist— Editor 


Case  No:  98 

This  26-year-old  single  registered  nurse  was  seen  for  an 
employment  physical  examination  and  cardiac  follow-up. 

Six  months  previously  the  patient  had  been  employed  in 
a coronary  care  unit  and  had  been  experiencing  frequent 
premature  ventricular  contractions.  For  this  reason,  she 
consulted  a cardiologist.  Examination  at  that  time  revealed 
weight  170  lbs.,  height  65Vi  inches,  temperature  98.9°F, 
pulse  96/minute  and  regular,  blood  pressure  120  systolic 
and  80  diastolic.  There  was  mild  pectus  excavatum  and  a 
midsystolic  faint  murmur  was  heard  along  the  left  sternal 
border  at  the  third  intercostal  space.  When  the  patient 
was  upright,  a grade  II  (six  grades)  late  systolic  murmur 
with  midsystolic  click  was  heard.  Additional  studies  in- 
cluded a treadmill  exercise  electrocardiogram.  No  ischemic 
changes  were  seen.  During  exercise  a heart  rate  of  168/ 
minute  was  attained  with  a normal  sinus  rhythm.  During 
recovery  phase,  frequent  premature  ventricular  contractions 
occurred  including  runs  of  bigeminy.  An  echocardiogram 
was  compatible  with  mitral  valve  incompetence  due  to 
prolapsing  of  the  leaflets  during  systole.  On  telemetry,  as 
the  patient  was  working,  rhythm  strips  at  times  revealed 
bigeminy  with  fixed  coupling  at  480  milliseconds.  The  basic 
heart  rate  was  64/minute.  At  other  times  there  was  a sinus 
arrhythmia  60  to  70  per  minute  for  brief  periods  during 
recovery  from  exercise.  W'hile  supine  there  was  sinus 
bradycardia  down  to  44  per  minute.  The  patient  was  aware 
of  palpitations  at  times.  The  patient  was  started  on  pro- 
pranolol 10  mgs.  three  times  a day  with  instructions  for 
increasing  the  dose  to  the  point  of  objectional  bradycardia 
or  controlling  ventricular  premature  beats. 

Additional  laboratory  examination  including  complete 
urinalysis,  complete  blood  count,  fasting  blood  glucose, 
creatinine,  sodium,  potassium,  iron,  bilirubin,  cholesterol, 
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Medicine,  the  University  of  South  Dakota. 

**Pathologist,  Laboratory  of  Clinical  Medicine  and  Sioux 
Valley  Hospital,  Professor  of  Pathology,  School  of  Medi- 
cine, University  of  South  Dakota. 

Supported  in  part  by  Clinical  Cancer  Training  Grant  T12  CA  08032 
from  the  National  Cancer  Institute  of  the  National  Institute  of  Health 
U.S.  Public  Health  Service. 


triglycerides,  total  serum  thyroxine,  chest  x-ray,  colon  x-ray, 
and  cardiac  fluoroscopy  were  negative.  A vaginal  pap 
smear  was  negative. 

The  patient  did  well  with  no  headaches,  light  headedness, 
dizziness,  shortness  of  hreatli  or  ankle  edema.  She  did 
increase  the  dose  of  propranolol  to  20  mgs.  three  times 
daily  to  control  the  frequency  of  premature  ventricular 
contractions.  At  one  time  during  the  1975  blizzard,  when 
she  was  working  overtime,  she  had  20  minutes  of  ventri- 
cular bigeminy.  The  dose  of  propranolol  was  increased  to 
30  mgs.  three  times  a day.  The  patient  still  continued  to 
have  occasional  premature  ventricular  contractions  at  times 
of  stress. 

There  was  no  family  history  of  heart  disease  and  no 
previous  history  of  sore  throats,  rheumatic  fever,  or  scarlet 
fever.  The  patient  had  had  a history  of  dysmenorrhea  since 
menarche  and  had  had  a period  of  amenorrhea  which 
was  successfully  treated  with  a short  course  of  medroxy- 
progesterone acetate.  Two  years  prior  to  admission,  the 
patient  had  had  a ruptured  ovarian  cyst.  At  the  present 
time,  the  patient  had  menstrual  cycles  which  were  28  days 
in  length  with  moderate  to  heavy  menstrual  flow  and  a 
duration  of  menses  of  6 days.  Darvon  compound,  65  mgs. 
every  three  to  four  hours  controlled  the  dysmenorrhea. 
The  patient  had  taken  oral  contraceptives  which  did  relieve 
the  pelvic  discomfort.  The  patient  had  had  an  appendectomy 
and  tonsillectomy  many  years  previous.  There  were  no 
other  significant  hospitalizations. 

PHYSICAL  EXAMINATION:  Height  5 '7  Vi",  weight 

194Vi  lbs.  Pulse  70/minute  and  regular,  blood  pressure 
140  systolic  over  80  diastolic  in  the  left  upper  extremity 
while  seated  and  116  systolic  and  80  diastolic  in  the  right 
upper  extremity  while  seated.  There  were  no  abnormalities 
in  the  head  and  neck.  The  breasts  were  negative.  The 
lungs  were  clear  to  auscultation  and  percussion.  The  heart 
had  a normal  sinus  rhythm  and  the  tones  were  of  good 
quality  at  70/niinute.  There  was  a midsystolic  click,  grade 
I (six  grades)  in  late  systole.  This  was  loudest  over  the 
lower  left  sternal  border.  There  was  a physiologic  split  of 
S-2.  There  was  no  cardiac  enlargement.  Examination  of 
the  abdomen  revealed  a 4 cm.  well  healed  scar  in  the 
right  lower  quadrant.  No  organs,  masses,  or  tenderness  were 
felt  in  the  abdomen.  Rectal  and  pelvic  examinations  were 
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within  normal  limits.  Neurologic  examination  was  within 
normal  limits. 

LABORATORY  DATA:  Urinalysis,  slightly  turbid,  yellow, 
specific  gravity  1.008  pH  6.5,  negative  for  protein,  glucose, 
ketone  bodies,  bile  and  hemoglobin;  sediment,  negative. 
Total  protein,  calcium,  inorganic  phosphorus,  cholesterol, 
glucose,  urea  nitrogen,  uric  acid,  creatinine,  total  bilirubin, 
alkaline  phosphatase,  lactic  dehydrogenase,  aspartate  amino- 
transferase were  within  normal  limits. 

The  patient  was  treated  with  100  mg  of  diphenylhydan- 
toin  every  six  hours  and  propranolol  10  mgs.  every  six 
hours  with  good  success.  The  patient  did  develop  some 
drowsiness.  The  patient  was  also  started  on  penicillin  G 
prophylaxis  500,000  units/day. 

DR.  TALLEY : Unless  I badly  misread  the  protocol, 
this  case  is  not  a problem  in  diagnosis.  There  were 
several  critical  points  about  this  patient.  One  of 
them  is  that  she  was  a young  woman,  26  years 
old.  Her  problem  list  would  include  premature 
ventricular  contractions  and  a heart  murmur,  which 
was  altered  by  position  and  an  abnormal  echo- 
cardiogram. Basically,  the  diagnosis  of  this  condi- 
tion can  be  made  by  the  auscultatory  findings  and 
the  findings  on  echocardiogram.  This  is  a case  of 
the  mitral  valve  prolapse  syndrome  (MVPS).  There 
are  various  names  given  to  this  entity.  These  in- 
clude floppy  valve  syndrome,  mitral  click  syndrome, 
Barlow’s  syndrome,  non-ejection  click  or  late 
systolic  murmur  syndrome.  However,  in  the  United 
States  literature  and  in  the  Index  Medicus  it  is 
labelled  as  mitral  valve  prolapse  syndrome.  (MVPS) 
Other  points  in  this  case  may  be  significant,  al- 
though I would  not  list  them  as  problems.  One  of 
these  is  that  this  woman  was  tall.  She  was  5'7". 
She  had  a pectus  excavatum.  We  have  some  data 
about  her  performance  on  the  treadmill.  She  mani- 
fested the  arrhythmia  in  the  post  exercise  stage.  This 
is  quite  common  in  MVPS.  The  telemetry  was  ab- 
normal, although  I am  not  sure  whether  this  was 
a full  24  hour  study.  She  had  premature  ventri- 
cular contractions  (PVC),  sinus  arrhythmia,  and 
sinus  bradycardia. 

*DR.  W.  O.  ROSSING:  This  was  not  24  hours.  It 
was  less  than  12  hours. 

DR.  TALLEY:  Although  we  do  not  have  the  full 
24  hour  record,  still  we  would  have  to  consider 
this  as  abnormal.  I should  mention  that  sinus 
arrhythmia  can  be  normal  but  it  must  have  been 
quite  striking  if  it  was  mentioned.  Therefore,  we 
can  say  that  not  only  did  she  have  premature 
ventricular  contractions,  she  probably  had  some 
abnormality  of  the  sinus  node. 

There  are  also  pertinent  negatives  which  should 
be  mentioned.  First,  she  had  a physiologically  split 

* Specialist  in  Internal  Medicine,  Sioux  Valley  Hospital, 
Sioux  Falls,  SD;  Clinical  Faculty,  School  of  Medicine, 
The  University  of  South  Dakota. 


second  heart  sound.  MVPS  when  associated  with 
congenital  heart  disease  is  associated  with  an  atrial 
septal  defect,  and  this  condition  is  associated  with 
a fixed  splitting  of  the  second  heart  sound.  How- 
ever, a normal  splitting  of  the  second  heart  sound 
rules  out  an  atrial  septal  defect  in  this  woman.  Our 
patient  also  had  a normal  chest  x-ray.  We  do  not 
know  all  the  information  about  the  electrocardio- 
gram. We  are  told  that  the  patient  had  an 
arrhythmia,  but  we  are  not  informed  whether  the 
rest  of  the  cardiogram  other  than  the  arrhythmia 
showed  a normal  pattern — eg  whether  there  were 
hypertrophy,  ST  or  T wave  changes. 

The  patient  had  no  family  history  and  MVPS 
often  has  a family  history.  Also  as  in  evaluating 
any  form  of  heart  disease,  she  had  no  history  of 
rheumatic  fever.  The  patient  was  treated  with  pro- 
pranolol and  diphenylhydantoin.  The  protocol  indi- 
cated this  was  successful,  but  Dr.  Rossing  informed 
me  that  it  perhaps  was  not  quite  as  successful  as 
was  suggested  in  the  protocol,  especially  in  the 
follow-up  period.  The  patient  was  also  on  penicillin 
prophylaxis  which  as  outlined  in  the  protocol  would 
be  prophylaxis  for  rheumatic  fever.  I will  have  to 
ignore  some  perhaps  significant  points,  because  I 
do  not  know  what  they  mean.  For  instance,  on  the 
second  physical  examination  she  had  a markedly 
different  blood  pressure  in  the  right  arm  as  opposed 
to  the  left  arm.  I mused  about  this  problem,  sug- 
gesting she  had  some  kind  of  coarctation  somewhere, 
but  was  unable  to  come  to  a conclusion  about  this 
finding. 

MVPS  was  first  discussed  by  Dr.  Reed  and  then 
clarified  by  Dr.  Barlow  in  1963.  The  latter  article 
appeared  in  The  American  Heart  Journal  in  1963; 
and,  for  a long  time,  MVPS  was  known  as  Barlow’s 
syndrome.  Up  to  that  time  it  was  thought  that  the 
midsystolic  click  was  extracardiac  in  origin.  The 
late  systolic  murmur  characteristic  of  this  syndrome 
was  also  felt  to  be  extracardiac.  It  was  thought  that 
perhaps  adhesions  in  the  chest  cavity  produced  this 
abnormality.  Old  pleuritis  or  pericarditis  were  of- 
fered as  explanations.  Reed  and  Barlow  documented 
that  the  midsystolic  click  and  late  systolic  murmurs 
were,  indeed,  not  extracardiac;  and  Barlow  demon- 
strated by  angiocardiography  that  there  was  an  ab- 
normal prolapse  of  the  mitral  valve  leaflets  back 
into  the  left  atrium  associated  with  late  systolic 
mitral  regurgitation. 

The  majority  of  cases  have  been  described  in 
young  women.  As  a matter  of  fact,  if  you  examine 
a supposedly  normal  population  of  healthy  young 
women,  6%  will  have  the  characteristic  abnormal 
echocardiographic  findings  and  the  typical  ausculta- 
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tory  findings  (as  described  above)  of  MVPS.  These 
patients  will  be  no  different  in  regard  to  symptoms 
such  as  palpitations,  dizziness,  chest  pain,  or 
dyspnea  from  a similar  age  group  without  MVPS. 
Therefore,  we  are  talking  about  a large  number  of 
people.  The  corresponding  percentage  for  men  is 
only  about  1 % who  have  MVPS. 

The  presenting  symptom  in  this  patient  was  an 
arrhythmia.  Arrhythmias  are  very  common  in  these 
patients.  The  patients  who  are  symptomatic  with 
this  syndrome  present  with  palpitations,  chest  pain, 
and  dyspnea.  The  chest  pain  in  these  patients  is  not 
typical  of  cardiac  ischemia  but  a number  of  patients 
have  undergone  cardiac  catheterization  studies  be- 
cause of  chest  pain  attributed  to  cardiac  ischemia. 
The  coronary  artery  studies,  of  course,  showed 
normal  findings.  The  patients  may  also  have  dizzy 
spells,  syncope,  and  fatigue.  The  dyspnea  is  often 
not  clearly  related  to  exertion  and  does  not  occur 
at  night. 

How  many  of  these  people  have  arrhythmias? — 
65% . This  has  to  be  evaluated  in  the  light  of  normals 
of  the  same  age  and  sex.  DeMaria  and  his  group 
did  an  interesting  study  in  this  regard.  He  had  40 
normal  patients  who  had  undergone  cardiac  cathe- 
terization and  compared  these  to  31  cases  of  MVPS 
who  had  undergone  cardiac  catheterization  (this 
syndrome  can  be  diagnosed  by  angiography  as  well 
as  by  echocardiography).  Using  12  hour  monitoring, 
they  showed  that  there  were  significantly  more  ar- 
rhythmias in  the  MVPS  group  than  in  the  normal 
group.  They  were  also  more  arrhythmias  after  the 
post  exercise  treadmill  test  by  electrocardiogram  as 
well  as  on  a resting  electrocardiogram.  However, 
the  12  hour  monitoring  proved  to  be  the  most  ef- 
fective method  of  detecting  arrhythmias  in  this 
syndrome.  On  the  12  hour  tape,  25%  of  the  normal 
population  had  premature  ventricular  contractions, 
but  58%  of  the  MVPS  population  had  premature 
ventricular  contractions.  8%  of  the  normal  patients 
on  the  12  hour  tape  had  some  atrial  arrhythmias 
in  contrast  to  35%  of  the  patients  with  MVPS.  Some 
type  of  bradycardia  was  seen  in  19%  of  the  normal 
population  as  opposed  to  29%  in  the  MVPS  group. 
Unfortunately,  this  article  did  not  count  the  number 
of  premature  ventricular  contractions  (PVC)  be- 
cause the  number  is  important.  If  you  monitor 
normal  people  long  enough,  PVC’s  will  occur.  I 
cannot  give  you  figures  as  to  what  is  normal  for  the 
number  of  PVC’s  in  a normal  population  in  a 12 
hour  period.  It  is  generally  agreed  that  greater  than 
400  PVC’s  per  day  is  abnormal  and  less  than  400 
is  within  normal  limits.  It  is  interesting  in  DeMarias’ 
study  they  identified  the  PVC’s  as  “serious”  in  16  of 


the  18  patients  with  MVPS.  Their  criteria  for 
“serious”  PVC’s  was  the  same  as  those  used  in 
coronary  care  units,  i.e.  more  than  five  PVC’s  per 
minute,  multifocal  PVC’s  or  two  PVC’s  in  a row. 
None  of  these  were  found  in  the  normal  population. 
Therefore,  most  of  the  patients  in  the  MVPS  group 
had  “serious”  PVC’s  and  none  of  the  normal  pa- 
tients had  them.  The  bradycardias  included  two 
sinus  arrests,  two  sinus  bradycardias,  two  wondering 
pacemakers  and  six  marked  sinus  arrhythmias.  It 
is  interesting  that  there  was  no  correlation  between 
the  PVC’s  and  symptoms  such  as  dizziness,  dyspnea, 
chest  pain  or  palpitations. 

Winkle’s  article  in  1975  confirmed  all  of  these 
facts.  He  reported  that  75%  of  patients  with  MVPS 
had  PVC’s,  and  that  at  least  50%  of  these  had  more 
than  425  PVC’s  in  a 24  hour  period.  He  also  showed 
that  the  number  of  complex  ventricular  arrhythmias 
were  frequent.  This  included  two  to  five  abnormal 
ventricular  beats  in  a row.  In  fact,  five  of  the  twelve 
patients  had  ventricular  tachycardia  when  one  con- 
siders that  three  ventricular  contractions  in  a row 
is  a criterion  for  ventricular  tachycardia.  65%  of 
the  patients  had  atrial  arrhythmia  and  approxi- 
mately half  of  this  group  had  an  associated  atrial 
tachycardia.  However,  again  in  Winkle’s  series,  there 
was  no  correlation  between  symptoms  such  as  dizzy 
spells,  palpitations,  and  syncope  with  the  presence 
of  these  arrhythmias  on  the  tape  monitor. 

We  should  talk  about  the  fact  that  sudden  death 
has  been  reported  in  MVPS.  Should  one  approach 
the  patients  with  this  syndrome  (this  can 
constitute  up  to  6%  of  the  young  female  population) 
with  the  possibility  that  they  are  liable  to  sudden 
death?  This  was  discussed  in  an  editorial  in  the 
American  Journal  of  Cardiology  in  1976.  At  that 
time  there  were  12  sudden  deaths  in  this  syndrome 
reported  in  the  world  literature.  These  occurred  in 
women  at  the  mean  age  of  39  years.  In  nine  of  the 
twelve  cases  the  coronary  arteries  were  examined 
and  there  was  no  coronary  artery  disease  present. 
The  number  of  cases  in  the  various  series  of  MVPS 
number  in  the  thousands  as  defined  by  the  aus- 
cultatory and  echocardiographic  findings.  Prognosis 
and  prevalence  studies  taken  together  would  indicate 
a common  disease  entity  in  which  the  risk  to  an 
individual  patient  of  sudden  death  is  so  minimal 
that  the  author  of  this  editorial  feels  it  is  poor 
practice  even  to  mention  the  possibility  of  sudden 
death  in  this  syndrome. 

What  about  the  electrocardiographic  findings  in 
MVPS  other  than  the  arrhythmias  mentioned 
above?  About  35%  of  patients  have  abnormal  ST 
and  T wave  changes.  15%  of  these  are  typical 
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changes  reported  in  the  literature  in  leads  II,  III, 
and  AVF  and  perhaps  leads  V5,  V6  where  the  T 
wave  is  inverted.  There  are  actually  cases  who  had 
QS  patterns  in  II,  III,  and  AVF,  but  they  did  not 
have  infarction  on  angiography.  QT  prolongation 
has  been  reported  in  all  of  the  series  from  the 
United  States,  but  Barlow  denied  that  this  occurred 
in  any  of  his  300  patients.  In  Hancock’s  series  from 
the  U.S.  60%  of  the  patients  had  QT  prolongation 
and  in  the  series  of  DeMaria  26%  had  QT  prolonga- 
tion. There  was  no  relationship  between  these  QT 
changes  noted  and  the  arrhythmias  noted  on  moni- 
toring. 

On  physical  examination,  this  patient  had  a 


pectus  excavatum.  This  is  commonly  reported  in 
MVPS.  The  auscultatory  findings  include  a none- 
jection systolic  click.  The  ejection  click  occurs  with 
the  opening  of  the  aortic  valves  and  is  very  close 
to  the  SI.  The  click  in  MVPS  is  clearly  in  midsystole; 
and  is,  therefore,  a nonejection  systolic  click.  It  is 
best  heard  along  the  left  sternal  border  or  at  the 
apex.  The  murmur  heard  in  this  syndrome  is  late 
systolic.  Many  patients  do  not  show  these  typical 
findings  unless  certain  maneuvers  are  performed. 
In  our  patient,  the  murmur  was  very  faint  in  the 
supine  position  but  on  standing  the  midsystolic  click 
and  late  systolic  murmur  become  louder.  I call  your 
attention  to  the  following  chart. 


VARIATION  OF  CHARACTERISTIC  MURMURS  IN  CARDIAC  DIAGNOSIS 
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Manipulation  of  murmurs  using  this  chart  may 
be  helpful.  One  drug  which  can  be  used  is  amyl 
nitrate.  This  is  a vasodilator  and  systemic  resistance 
will  be  lower  and  flow  will  increase.  In  the  Val- 
salva maneuver  intrathoracic  pressure  increases  and 
the  venous  return  to  the  left  ventricle  decreases. 
Therefore,  systemic  blood  flow  will  decrease. 
Isometric  exercises  are  used  to  increase  systemic 
resistance.  Phenylephrine  is  used  for  the  same  pur- 
pose as  noted  in  several  textbooks.  Standing  de- 
creases venous  return;  and  therefore,  systemic  flow 
should  decrease.  Squatting  increases  venous  return 
but  also  increases  systemic  resistance.  Therefore,  in 
squatting  flow  will  increase  and  resistance  will  in- 
crease. With  inhalation  of  amyl  nitrate  the  murmur 
of  typical  mitral  regurgitation  decreases  because  the 
resistance  of  ejecting  blood  from  the  ventricle  to  the 
aorta  decreases.  In  the  Valsalva  maneuver  because 
of  decreased  venous  return  and  systemic  flow,  the 
murmur  of  typical  mitral  regurgitation  decreases  in 
intensity.  In  isometric  exercises  where  systemic  re- 
sistance is  increased,  typical  mitral  regurgitation  will 


increase  as  will  the  corresponding  murmur.  Standing 
may  have  no  effect  and  squatting  may  increase  the 
amount  of  mitral  regurgitation. 

In  aortic  valve  murmurs  such  as  aortic  stenosis 
or  flow  murmurs  as  we  decrease  resistance  and  in- 
crease flow,  the  murmur  will  be  increased.  The 
Valsalva  maneuver  because  of  the  decreased  flow 
will  decrease  the  intensity  of  the  murmur.  Isometrics 
will  also  decrease  the  murmur  for  the  same  reasons. 
Standing  may  have  no  effect  and  squatting  will  de- 
crease an  aortic  flow  murmur  or  murmur  of  the 
aortic  stenosis  but  will  increase  the  murmur  of  aortic 
insufficiency. 

It  is  worth  considering  MVPS  and  idiopathic 
hypertrophic  subaortic  stenosis  (IHSS)  together. 
Barlow  in  his  original  article  said  that  the  murmur 
in  MVPS  got  quieter  for  the  first  15  seconds  and 
then  louder  after  amyl  nitrate.  Subsequent  studies 
in  the  U.S.  have  suggested  that  the  murmur  be- 
comes longer  and  louder.  In  considering  the  fact 
that  a typical  way  to  administer  amyl  nitrate  is  to 
place  the  ampule  under  the  patient’s  nose  and  have 
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him  breath  in  and  out  three  times,  15  seconds  may 
elapse  before  he  has  really  inhaled  much  drug.  At 
any  rate,  amyl  nitrate  will  make  the  murmur  of 
MVPS  longer  and  louder.  Interesting  enough  in 
IHSS,  obstruction  to  outflow  increases  whenever 
the  ventricle  gets  smaller  because  IHSS  is  a func- 
tional lesion  of  the  outflow  tract  of  the  left  ventricle. 
Although  Dr.  Barlow’s  original  report  says  the  Val- 
salva maneuver  made  the  murmur  of  MVPS  dis- 
appear, other  reports  since  have  suggested  that  it 
becomes  longer  and  louder.  The  Valsalva  maneuver 
also  increases  the  murmur  of  IHSS.  This  is  due  to 
the  fact  that  there  is  decreased  flow  and  the  left 
ventricle  becomes  smaller  and  the  functional  ob- 
struction becomes  relatively  greater  so  that  the 
murmur  is  increased. 

There  was  little  or  no  material  I could  find  that 
was  reported  on  the  effect  of  isometric  exercises  on 
the  murmur  of  MVPS.  In  IHSS  the  murmur  gets 
quieter.  On  standing  the  murmur  of  both  MVPS  and 
IHSS  get  longer  and  louder.  This  is  because  in 
both  conditions  there  is  lessening  of  venous  return 
and  decreased  ventricular  size  which  will  increase 
the  severity  of  the  functional  abnormality.  If  the 
patient  is  squatting  the  MVPS  murmur  will  sound 
the  same  as  when  the  patient  is  in  the  supine 
position;  but  the  murmur  of  IHSS  will  decrease. 

In  summary,  anything  which  makes  the  ventricle 
smaller  will  accentuate  the  murmur  of  IHSS  and 
MVPS.  In  order  for  the  redundant  mitral  valve  or 
the  elongated  cordae  described  in  MVPS  to  prolapse 
into  the  left  atrium,  a small  ventricle  is  required. 
If  the  left  ventricle  increases  in  volume  secondary 
to  changing  of  the  dynamics  of  the  circulation,  the 
valve  is  pulled  back  into  position  toward  the  ventri- 
cular wall  and  tends  not  to  prolapse.  Fontana  has 
actually  shown  that  as  the  left  ventricle  becomes 
smaller,  the  amount  of  prolapse  of  the  valve  in- 
creases. He  proved  this  by  doing  angiocardiography 
at  a 45  degree  tilt.  As  the  amount  of  prolapse  in- 
creases with  the  small  ventricle,  the  corresponding 
murmur  will  get  longer  and  louder.  The  click  ac- 
tually tends  to  approach  the  first  heart  sound  and 
the  systolic  murmur  becomes  holosystolic  as  the  left 
ventricle  is  made  smaller.  It  is  fortunate  that  stand- 
ing will  produce  a marked  accentuation  in  the  mur- 
murs of  both  MVPS  and  IHSS.  As  you  will  note 
from  the  protocol  in  this  case,  a click  was  heard  and 
the  murmur  became  quite  prominent  in  the  stand- 
ing position. 

Two  types  of  characteristic  abnormal  echocardio- 
grams have  been  noted  in  MVPS  syndrome.  One 
is  a diffuse  sagging  of  the  leaflets.  The  other  is  that 
at  the  end  of  systole,  the  mitral  leaflets  drop  con- 


siderably. The  position  of  the  transducer  in  per- 
forming the  echocardiogram  is  very  important. 

What  is  the  etiology  of  this  syndrome?  We  do 
not  know.  There  are  some  interesting  associated 
conditions.  In  Barlow's  series  35%  had  no  associated 
abnormal  condition.  22%  had  some  indication  of 
rheumatic  heart  disease.  Dr.  Barlow  comes  from 
South  Africa  where  there  is  a very  high  incidence 
of  rheumatic  heart  disease  in  children.  Therefore,  it 
is  hard  to  evaluate  the  incidence  of  rheumatic  heart 
disease  in  MVPS.  Certainly  a midsystolic  click  has 
been  reported  in  cases  of  documented  acute  rheu- 
matic fever.  This  is  rare.  There  was  no  family  his- 
tory in  our  case,  but  in  15%  of  Barlow’s  patients 
there  was  a family  history  of  similar  disease. 

If  there  is  associated  congenital  heart  disease,  it 
is  usually  an  atrial  septal  defect.  7%  of  Barlow’s 
patients  had  ischemic  heart  disease.  However, 
MVPS  has  been  reported  from  age  7 to  70  and  you 
would  expect  to  have  some  patients  with  ischemic 
heart  disease  in  the  older  age  groups.  Midsystolic 
click  is  a very  rare  phenomenon  in  coronary  heart 
disease.  However,  papillary  muscle  dysfunction  can 
occur  secondary  to  coronary  heart  disease  and  pro- 
duce a late  systolic  murmur. 

What  is  the  basic  pathology  of  MVPS?  There  are 
two  schools  of  thought.  One  is  that  there  is  a 
myxomatous  degeneration  of  the  valves  with  loss  of 
collagen  which  allows  the  valves  to  stretch  and 
prolapse  at  the  end  of  systole.  The  stretching  of  the 
chordae  which  accompanies  this  myxomatous  degen- 
eration has  been  held  to  be  responsible  for  the 
click.  The  electrocardiographic  changes  have  been 
thought  to  be  due  to  abnormal  tension  on  the 
papillary  muscle.  There  have  only  been  nine  patho- 
logic studies  of  this  syndrome  and  they  have  all 
shown  myxomatous  degeneration  of  the  mitral  valve. 
This  is  interesting  because  myxomatous  degeneration 
of  the  valves  occurs  in  Marfan’s  syndrome  and  that 
is  why  I noted  that  the  patient  was  tall.  However, 
height  alone  cannot  make  a diagnosis  of  Marfan’s 
syndrome.  We  have  none  of  the  other  stigmata  of 
this  disease.  MVPS  has  been  considered  to  be  part 
of  the  spectrum  of  Marfan’s  syndrome.  However,  if 
this  is  so,  Marfan’s  syndrome  is  a lot  more  common 
than  has  generally  been  suspected. 

There  is  a second  theory  for  the  pathogenesis  of 
MVPS  called  the  myocardial  theory.  There  is  angio- 
cardiographic evidence  of  abnormal  motion  of  the 
myocardium  in  this  disease.  This  has  only  been  re- 
ported in  a relatively  small  number  of  patients.  In 
most  patients,  angiography  is  normal.  This  might 
suggest  that  MVPS  is  due  to  a myopathy.  One 
would  suspect  if  the  disease  is  due  to  a myopathy, 
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then  there  would  be  progression.  There  is  no  evi- 
dence of  progressive  dysfunction  of  the  left  ventricle 
in  this  syndrome.  What  is  more  there  is  a character- 
istic normal  chest  x-ray  in  MVPS  as  seen  in  this 
case.  This  would  be  unusual  in  cardiomyopathy. 
At  any  rate,  patients  with  MVPS  do  not  have  en- 
larged hearts. 

What  about  the  follow-up  of  these  patients?  Two 
references  that  I have  appended  give  follow-up  with 
10  to  40  years  and  9 to  22  years  in  150  cases. 
(13,14)  In  this  total  group,  there  have  been  five 
cases  of  bacterial  endocarditis.  So  apparently  these 
valves  are  susceptible  to  bacterial  endocarditis.  It 
must  be  remembered  that  antibiotic  prophylaxis  in 
these  patients  would  not  be  aimed  at  rheumatic 
fever  but  at  bacterial  endocarditis.  This  would  re- 
quire an  entirely  different  dose  regimen  than  that 
used  for  rheumatic  fever.  The  American  Heart  As- 
sociation recommends  standard  doses  of  prophylaxis 
for  bacterial  endocarditis. 

In  only  one  of  these  patients  in  the  above  series 
did  mitral  regurgitation  become  severe.  Another  pa- 
tient ruptured  a chorda  tendinae;  and,  of  course, 
mitral  regurgitation  became  severe.  There  was  one 
case  of  sudden  death  in  130  patients,  a 46-year- 
old  female.  None  of  the  other  patients  in  these 
series  deteriorated.  Therefore,  the  prognosis  in  this 
syndrome  is  relatively  good.  In  Appelblatt’s  series 
there  would  have  been  14  expected  deaths  according 
to  life  tables  and  there  were  only  15  actual  deaths. 
Sudden  death  and/or  deterioration  of  the  patient’s 
heart  condition  are  not  a significant  risk  in  this 
syndrome  despite  arrhythmias.  Propranolol  is  the 
drug  of  choice.  This  is  probably  because  this  drug 
will  tend  to  make  the  left  ventricle  larger.  This  also 
explains  why  propranolol  is  the  drug  of  choice  in 
IHSS.  The  ventricle  becomes  a little  bigger  and  there 
is  less  obstruction.  However,  we  must  remember 
there  is  no  correlation  between  the  arrhythmias  and 
the  amount  of  prolapse. 

If  the  disease  is  not  dangerous,  do  we  need  to 
treat  the  patient?  In  many  instances,  it  is  difficult 
to  make  a firm  recommendation.  Brown  studied  509 
young  women  and  180  young  men  by  auscultation 
and  echocardiograph.  1%  of  the  males  and  6%  of 
the  females  of  this  group,  all  of  whom  were  said 
to  be  normal,  showed  the  findings  of  MVPS.  In  a 
very  large  study  (12)  of  1,160  young  women,  6.3% 
showed  both  auscultatory  and  echocardiographic 
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evidence  in  MVPS.  There  was  no  difference  between 
the  group  who  had  the  auscultatory  and  echo- 
graphagic  findings  and  the  normal  group  in  regard 
to  the  presence  or  absence  of  symptoms  suggesting 
MVPS.  In  Markiewicz’s  series  10%  of  young  women 
had  both  phonocardiographic  and  echocardiographic 
evidence  of  MVPS.  18%  of  this  series  had  either 
echocardiographic  or  phonocardiographic  but  not 
both  abnormalities. 

We  end  up  with  an  entity  where  there  is  an 
increased  incidence  of  arrhythmia  and  vague  symp- 
toms but  the  symptoms  seem  not  to  be  associated 
with  arrhythmias  or  characteristic  electrocardio- 
graphic changes.  There  is  a very  minimal  chance  of 
sudden  death  in  this  syndrome.  Apparently,  there 
is  a huge  segment  of  our  population  with  findings 
of  this  syndrome. 

*DR.  E.  W.  SANDERSON:  In  your  discussion,  you 
talked  about  young  women  but  what  about  the 
older  patient  and  what  happens  to  these  patients 
over  20  or  30  years? 

DR.  TALLEY:  In  the  follow-up  studies,  there  has 
been  basically  no  change  in  the  findings  of  most  of 
the  patients.  Follow-up  has  been  up  to  15  years.  I 
will  note  that  most  of  the  studies  on  incidence  have 
been  done  in  populations  of  young  women.  There 
have  not  been  many  studies  done  to  find  out  what 
the  incidence  of  the  disease  is  in  older  women. 

DR.  SANDERSON:  Then  once  you  have  this  dis- 
ease, you  have  it  for  life? 

DR.  TALLEY:  I support  the  vulvular  theory  and 
I would  think  once  you  have  this  change  in  the 
valve,  it  will  not  disappear. 

**DR.  GREGORY  NAUGHTON:  I think  Dr. 
Sanderson’s  question  is  interesting,  because  I think 
it  is  less  easy  to  pay  attention  to  some  of  the  non- 
specific symptoms  in  this  syndrome  in  older  patients 
than  it  is  in  younger  patients.  Perhaps  we  are  miss- 
ing it  in  the  older  age  group.  I wonder  if  we  look 
for  this  disease  in  older  patients  whether  we  will 
not  find  it. 

DR.  TALLEY:  One  factor  might  be  that  in  some 
patients,  as  they  grow  older,  the  heart  enlarges 
slightly  and  this  would  tend  to  make  the  auscultatory 
signs  less  prominent.  However,  the  echocardiogram 
should  show  the  changes. 

DR.  SANDERSON:  In  times  past,  we  had  a syn- 
drome called  neurocirculatory  asthenia  in  younger 
patients  who  had  nonspecific  symptoms  of  chest 
pain  and  dyspnea  with  no  diagnostic  clinical  find- 
ings. Have  these  patients  been  studied? 

DR.  TALLEY:  Some  of  the  patients  with  MVPS 
have  what  was  probably  formerly  called  neurocir- 
culatory asthenia. 


14 


SOUTH  DAKOTA 


DR.  NAUGHTON:  I have  had  a patient  lately  who 
had  a late  systolic  murmur  which  radiated  into  the 
neck.  I thought  this  was  a characteristic  murmur 
of  aortic  stenosis  but  he  proved  on  catheterization 
to  have  a prominent  prolapse  of  the  mitral  valve. 
He  did  show  significant  changes  on  the  echocardio- 
gram. 

DR.  TALLEY : It  is  said  that  in  rupture  of  a chorda 
tendineae  or  in  severe  acute  mitral  regurgitation 
where  the  posterior  leaflet  is  involved  (which  is 
the  leaflet  involved  to  the  greatest  extent  in  MVPS) 
that  the  radiation  of  the  murmur  is  often  into  the 
neck. 

DR.  NAUGHTON:  Do  you  think  it  is  worth  treat- 
ing these  patients  for  their  arrhythmias? 

DR.  TALLEY:  There  is  another  patient  I have 
seen  who  has  atrial  arrhythmias  and  is  quite  sympto- 
matic. However,  my  previous  experience  using  the 
Holter  monitor  as  a follow-up  is  that  70%  of  the 
patients  I treat  for  chronic  arrhythmia  are  un- 
changed by  therapy.  Most  arrhythmias  have  the 
prognosis  of  the  underlying  heart  disease.  Since  the 
prognosis  of  MVPS  is  excellent,  the  prognosis  of  the 
arrhythmias  is  excellent  and  I would  be  reluctant 
to  treat  many  patients  for  arrhythmias  in  this  entity. 
The  majority  of  patients  come  to  the  physician  not 
because  of  the  arrhythmias  in  this  disease  but  be- 
cause of  the  symptoms  which  are  not  related  to  the 
arrhythmias.  It  may  be  because  physicians  are  so 
attuned  to  arrhythmias  in  coronary  heart  disease 
and  the  proneness  to  sudden  death  in  that  disease, 
that  we  tend  to  over-react  to  arrhythmias  in 
MVPS. 
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8th  ANNUAL 

BLACK  HILLS  SUMMER  SEMINAR 

ON  CARDIOVASCULAR  DISEASE,  ALCOHOLISM  AND  OBSTETRICS  & GYNECOLOGY 


AUGUST  11,  12,  13,  1977 
HOLIDAY  INN  OF  THE  NORTHERN  BLACK  HILLS,  SPEARFISH,  SD 


Hosted  By:  South  Dakota  Chapter  of  the  American  Academy  of  Family  Physicians;  South  Dakota  Society 
of  Obstetrics  and  Gynecology;  American  Academy  of  Family  Physicians,  ( Symposium  on  Teaching  Skills ) ; 
and  the  South  Dakota  State  Division  of  Alcoholism. 


This  program  is  acceptable  for  15  prescribed  hours  by  the  American  Academy  of  Family  Physicians  and 
15  hours  Category  I AMA  Physician  Recognition  Award. 


WEDNESDAY,  AUGUST  10,  1977 

6:00  p.m.  Board  Meeting,  SDAFP 


8:00-  9:00 
9:00-  9:10 
9:15-10:05 

10:05-10:20 

10:20-11:00 

11:05-11:55 

12:00-  1:30 


1:30-2:10 

2:15-  2:55 

2:55-  3:00 
3:00-  4:00 

4:00-  4:45 

5:00 


THURSDAY,  AUGUST  11,  1977 
Morning  Session 
M.  G.  Mutch,  M.D.,  Moderator 

Registration 

Welcome — R.  W.  Friess,  M.D. 

Rudy  Galask,  M.D. — Vaginitis  and  Its 

Management 

Coffee 

Barry  Schifrin,  M.D. — High  Risk  Preg- 
nancy— Is  It  a Useful  Concept? 

Joseph  Kizer,  M.D. — Common  Chest 
Problems — Surgical  Considerations 
Luncheon  and  Meeting,  South  Dakota 
Society  of  Obstetrics  and  Gynecology. 
Luncheon  and  Program,  South  Dakota 
Chapter,  AAFP,  Indian  Health  Committee. 

Afternoon  Session 
B.  J.  Williams,  M.D.,  Moderator 

Barry  Schifrin,  M.D. — The  Diagnosis  and 
Non-Treatment  of  Fetal  Non-Distress 
Rudy  Galask,  M.D. — Infections  in  Late 
Pregnancy 

Coffee  and  Iced  Tea  at  Tables 

Father  Joseph  Martin — Alcoholism,  A 

Treatable  Disease 

Panel  Discussion  (Obstetrics  and  Gyne- 
cology) 

Meeting — South  Dakota  Chapter,  AAFP, 
Legislative  Committee. 

Meeting — South  Dakota  Chapter,  AAFP, 
Education  Committee. 


FRIDAY,  AUGUST  12,  1977 


Morning  Session 

B.  O.  Lindbloom,  M.D.,  Moderator 


7:30-  8:45 
8:00-  9:00 
9:00-  9:40 

9:45-10:25 

10:25-10:45 

10:50-11:50 


Informal  Breakfasts  with  the  speakers 
Registration 

Barry  Schifrin,  M.D. — Obstetrical  Anal- 
gesia and  Anesthesia  During  Labor 
Joseph  Kizer,  M.D. — Congenital  and  Ac- 
quired Heart  Disease 
Coffee 

Robert  Eliot,  M.D.— New  Concepts  in  the 
Management  of  Acute  Myocardial  Infarc- 
tion 


12:00-  1:45  Luncheon  with  Spouses,  Father  Joseph 
Martin — Alcoholism,  A Family  Disease 


Afternoon  Session 
Jerry  Walton,  M.D.,  Moderator 


2:00-  2:30 

2:35-  3:05 

3:10-  3:40 
3:45-  4:00 
4:05 

6:00 


Rudy  Galask,  M.D. — Obstetrical  Infections 
— An  Overview 

Joseph  Kizer,  M.D. — Surgical  Management 
of  Peripheral  Vascular  Disease 
Panel  Discussion  (Cardiovascular) 

Coffee  and  Iced  Tea 

Annual  Business  Meeting,  South  Dakota 
Chapter,  AAFP 

Group  Dinner  in  the  Black  Hills.  Bus 
Transportation  and  Cocktails  Provided. 


SATURDAY,  AUGUST  13,  1977 


Morning  Session 
James  Ryan,  M.D.,  Moderator 

7:30-  8:15  Registration 

8:15-  9:30  Robert  Eliot,  M.D  .—Exercise,  Who  Needs 

It? 

9:30-  9:40  Coffee  at  Tables 

9:40-12:00  Symposia  on  Teaching  Skills  (AAFP) 
Introduction 

An  Introduction  to  Teaching  Styles 
Teaching  Techniques 
Questions  and  Answers 
Teaching  the  Full  Range  of  Patient 
Problems 

One  to  One  Teaching  in  the  Hos- 
pital and  Family  Practice  Center 
11:20-11:40  Office  Preceptorships 
11:40-12:00  Questions  and  Answers 
12:00-  1:30  Board  of  Directors  Luncheon 


9:40-  9:50 
9:50-10:10 
10:10-10:30 
10:30-10:40 
10:40-11:00 

11:00-11:20 


Afternoon  Session 

Concurrent  Symposia  on  Teaching  Skills  Workshops 
(Choice  of  two) 

1:30-  2:45 

and 

2:45-  4:00 

1.  Objectives  and  Mechanics  of  Residency  Pro- 
gram Operations 

2.  How  to  Conduct  a Group  Conference 

3.  Evaluation  Techniques 

4.  Family  Physicians  Teaching  in  Behavioral 
Sciences 

5.  Simulated  Teaching  Problems 

4:30  Board  of  Directors  Meeting,  South  Dakota 

Chapter,  AAFP 


MAKE  PLANS  TO  ATTEND  NOW.  WRITE:  BLACK  HILLS  SUMMER  SEMINAR 
c/o  South  Dakota  State  Medical  Association,  608  West  Avenue,  North,  Sioux  Falls,  SD  57104 
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President’s  Page 


It  is  a real  privilege  to  spend  this  next  year  as  President  of  the  South  Dakota  State  Medical  Association. 
The  responsibility  is  almost  overwhelming;  however,  experience  with  the  membership  of  the  Medical  As- 
sociation has  made  me  aware  of  the  tremendous  wealth  of  talent  which  I can  call  on  for  advice  and  for 
help  in  solving  the  problems  that  will  come  before  us  this  year.  My  awareness  of  this  source  of  help  is 
very  reassuring  to  me. 

To  the  doctors  in  our  Association  who  have  served  us  so  well  in  the  past  I give  you  a special  thanks  for 
a job  well  done.  I hope  my  thanks  has  special  meaning  to  you  for  I am  extremely  aware  of  the  personal 
sacrifice  you  have  made.  To  the  doctors  presently  active  in  the  House  of  Delegates,  Commissions,  Council 
and  Executive  Commission,  I thank  you  for  your  interest,  time  and  willingness  to  serve  now.  To  the  doctors 
who  have  not  served  yet  I ask  a special  favor — reflect  over  your  practice,  family  life  and  other  com- 
mitments that  are  personal  to  you  and  try  to  formulate  a plan  when  you  might  be  able  to  assume  one  of  the 
jobs  in  our  Association  in  the  future.  The  Medical  Association  constantly  needs  new  people  and  new  ideas 
to  replace  those  who  feel  they  have  contributed  and  sacrificed  enough. 


Fraternally, 
James  E.  Ryan,  M.D.,  President 
South  Dakota  State  Medical 
Association 
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See  Greece,  Turkey,  Russia  and  Romania 
on  the  North  Central  Medical  Conference 


Block  Seci/Greek  Isles 
Hlr/Seo  Cruise 

Come  join  us  on  a deluxe  cruise  that  includes  Athens  and  the  Greek  isles,  throbbing  Istanbul, 
beach  resorts  along  the  Russian  Riviera,  and  Romania  with  an  optional  excursion  to 

Bucharest,  the  "Paris  of  the  Balkans." 

We  depart  Minneapolis-St.  Paul  On  October  17  And  return  on  October  30,  1977 
Never  will  your  travel  dollars  have  been  spent  so  wisely. 

Cost  for  the  entire  vacation,  which  includes  round-trip  airfare  via  chartered  jet- 
comfortable  staterooms  aboard  prestigious  Sun  Line's  Stella  Oceanis;  gourmet  dining; 
transfers  and  baggage  i handling;  a competent  Travel  Director;  transportation  and  port  taxes; 
pre-arranged  optional  § shore  excursions;  gala  parties  and  nightly  entertainment,  is  as 

Make  plans  today  to  join  if  us  for  a memorable,  carefree  holiday  at®,  charter  ; cost  savings. 


Send  to: 

North  Central  Medical  Conference 

American  National  Bank  Building,  Suite  900  Enclosed  is  my  check  for  $_ 
101  East  5th  Street  per  person)  as  deposit. 

St.  Paul,  Minnesota  55101 

Name(s) 


.($100 


(LAST) 

(FIRST) 

(SPOUSE) 

Home  Address 

City 

State 

Zip 

A Non-Regimented 


Deluxe  Adventure 


HYPOTENSIVE  EFFECTS  OF  SODIUM  NITROPRUSSIDE  IN 

INTRACRANIAL  SURGERY 


At  Mercy  Hospital  and  Medical  Cen- 
ter, San  Diego,  11  patients  with 
intracranial  pathology  who  underwent 
surgery  were  administered  sodium 
nitroprusside  to  induce  controlled 
hypotension  in  anesthesia.  Sodium 
nitroprusside  was  effective  in  reduc- 
ing the  blood  pressure  and  in  main- 
taining it  at  desired  levels  with  an 
infusion  of  50  mg  of  the  drug  in  500 
ml  of  5%  dextrose  in  water.  No 
clinical  adverse  reactions  were  re- 
ported. Any  abnormalities  in  the 
initial  and  final  laboratory  test  deter- 
minations were  considered  to  be  of 
a nature  unrelated  to  sodium  nitro- 
prusside. 

The  first  published  data  as  to  the  activity  of 
sodium  nitroprusside  dates  back  to  1886  when  the 
drug  was  administered  to  animals,  and  the  results 
of  the  test  were  thought  to  indicate  a relationship 
between  the  toxicity  of  sodium  nitroprusside  and 
cyanide.1  During  the  subsequent  19  years  five  other 
investigators,  including  Herrmann’s  student,  David- 
sohn,  also  found  a correlation  between  acute 
nitroprusside  poisoning  and  liberated  cyanide.2'6 
Some  doubt  was  expressed  by  two  of  these  investi- 
gators46 regarding  the  activity  of  cyanide  in  relation 
to  all  of  the  effects  of  sodium  nitroprusside.  Herr- 
mann1 attributed  the  toxic  effects  of  sodium 
nitroprusside  to  the  liberation  of  cyanide  in  the 
organism  and  this  statement  remained  undisputed 
until  1928  when  Johnson,7  having  conducted  his 
own  tests,  concluded  that  the  toxicity  of  sodium 
nitroprusside  was  not  due  to  the  liberation  of 
cyanide.  He  also  stated  that  the  large  and  fatal  doses 
used  by  earlier  investigators  were  an  invalid  indict- 
ment of  the  drug  and  that  smaller,  carefully  titrated 
dosages  might  be  very  beneficial.  Johnson8  con- 
ducted another  series  of  experiments  which  demon- 
strated that  the  systemic  action  of  sodium  nitro- 
prusside was  attributable  to  the  action  of  nitric 
oxide  which  is  similar  to,  but  50  to  1,000  times 
more  potent  than  the  closely  related  nitrite  group.1 
He  concluded  that  the  hypotensive  effect  of  sodium 
nitroprusside  was  accomplished  by  lowering  systemic 


* Practicing  Anesthesiologist,  1352  West  Evan-Hewes  High- 
way, El  Centro,  California  92243;  1975  Recipient  of 
Robert  J.  Prentiss,  M.D.  Memorial  Research  Award  for 
this  paper  as  the  best  original  research  project  during  his 
residency  training. 

t Nipride®,  product  of  Hoffmann-La  Roche  Inc.,  Nutley, 
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vascular  resistance  independent  of  innervation.  His 
advocacy  of  the  therapeutic  value  of  sodium 
nitroprusside  went  largely  unheeded  until  reports 
by  Page  et  a/.9’10  on  the  cardiovascular  and  other 
therapeutic  activities  of  the  drug  were  published 
in  1951  and  1955.  Between  1959  and  1962  Gif- 
ford11'14 published  several  reports  on  the  therapeutic 
value  of  sodium  nitroprusside  in  hypertensive 
emergencies.  His  results  demonstrated  that  the  drug 
was  a most  potent  and  effective  compound  for 
parenteral  use  in  hypertensive  crises  and  superior  in 
cases  where  other  antihypertensive  agents  failed  to 
evoke  satisfactory  responses.  The  hypotensive  effect 
of  sodium  nitroprusside  is  rapid  in  onset  and  of 
brief  duration,  two  qualities  which  are  widely 
recognized  and  valued  in  the  treatment  of  hyper- 
tensive emergencies,  deliberate  induction  of  con- 
trolled hypotension  during  certain  surgical  proced- 
ures and  during  the  early  acute  phase  of  acute 
myocardial  infarction.  Administered  intravenously, 
sodium  nitroprusside  has  a strong  hypotensive  effect 
with  no  significant  tachyphylaxis. 

Nipride, t the  commercially  available  form  of 
sodium  nitroprusside,  contains  the  equivalent  of  50 
mg  sodium  nitroprusside  dihydrate  for  reconstitution 
with  dextrose  in  water.  When  dissolved  in  solution 
it  must  be  protected  from  light  as  it  readily  de- 
composes and  produces  a highly  colored  reaction 
(blue,  green  or  dark  red)  due  to  the  change  of 
ferric  to  ferrous  ion. 

When  administered  intravenously  the  hypotensive 
effects  of  sodium  nitroprusside  are  due  to  peripheral 
vasodilatation  and  a reduction  in  peripheral  resis- 
tance as  a result  of  a direct  action  on  the  blood 
vessel  walls,  independent  of  autonomic  innerva- 
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tion.8'1015’16  The  active  component  in  sodium  nitro- 
prusside  is  the  free  nitroprusside  radical  rather  than 
its  decomposition  products.010  The  evanescent  nature 
of  the  drug’s  hypotensive  effect847  is  due  to  destruc- 
tion of  the  active  radical  which  slowly  converts  in 
the  body  to  cyanide.  It  is  destroyed  in  the  body  by 
non-enzymatic  sulfhydryl  (-SH)  linkage  in  red 
blood  cells  and  in  tissues.  Thiocyanate  and  free 
cyanide  are  produced  and  removed  by  thiocyanate 
oxidase  and  liver  rhodanese  respectively.1819 

Resistance  and  tachyphylaxis  due  to  sodium 
nitroprusside  are  rare.19  As  the  duration  of  action  of 
the  drug  is  very  brief  it  must  be  administered  by 
continuous  infusion.  The  evanescent  nature  of  the 
drug  obviates  the  need  for  vasopressors.  It  is  only 
necessary  to  stop  the  infusion  and  the  blood  pressure 
rapidly  returns  to  previous  levels  within  approxi- 
mately one  to  ten  minutes. 

A prompt  hypotensive  effect  is  evidenced  within 
seconds  of  beginning  infusion.  Precise  titration  of 
dosage/flow  rate  is  vitally  important  because  of  the 
rapid  onset  of  action  and  potency  of  sodium  nitro- 
prusside. It  should  preferably  be  administered  by 
infusion  pump,  microdrip  regulator  or  any  similar 
device  that  would  allow  precise  measurement  of  the 
flow  rate.  Adequate  facilities  and  personnel  should 
be  available  for  frequent  and  vigilant  monitoring 
of  blood  pressure  because  of  the  rapid  hypotensive 
effect  of  sodium  nitroprusside.  The  initial  flow  rate 
may  be  gradually  increased  until  desired  blood  pres- 
sure levels  are  achieved,  which  is  in  approximately 
one  to  two  minutes.  Once  this  is  accomplished, 
blood  pressure  levels  may  be  maintained  or  altered 
by  varying  the  flow  rate  according  to  need.  If  blood 
pressure  drops  precipitously  due  to  the  evanescent 
hypotensive  effect  of  sodium  nitroprusside,  this  can 
be  readily  reversed  by  reducing  or  stopping  the  flow 
rate,  thus  preventing  extended  periods  of  hypo- 
tension. 

The  purpose  of  this  open  study  was  to  evaluate 
the  safety  and  efficacy  of  sodium  nitroprusside  in 
inducing  controlled  hypotension  in  patients  during 
intracranial  surgery  for  the  removal  of  a cerebral 
aneurysm  or  repair  of  an  arteriovenous  malforma- 
tion under  anesthesia. 

METHODS  AND  MATERIALS 

Eleven  patients  with  diagnoses  of  cerebral 
aneurysm  or  arteriovenous  malformation  were 
selected  for  induced  hypotension  during  anesthesia. 
The  average  age  of  the  patients  was  43.4  years. 
An  exception  to  the  minimum  age  stipulated  in  the 
protocol  (21  years)  was  made  in  the  case  of  a 
ten-year-old  child  because  it  was  considered  to  be 


in  the  best  interest  of  the  patient.  There  were  four 
males  and  seven  females  in  the  study.  Apart  from 
the  minimum  age  limit,  the  only  other  exclusions 
were  pregnant  or  lactating  women  and  those  of 
childbearing  age. 

Induction  of  anesthesia  was  routine  for  intra- 
cranial surgery.  Most  patients  were  induced  with 
thiopental,  intubated  with  succinylcholine  and  sub- 
sequently maintained  on  a mixture  of  either  halo- 
thane  or  enflurane  and  nitrous  oxide  and  oxygen. 
All  patients  with  the  exception  of  two  were  hyper- 
ventilated and  maintained  on  a preset  concentra- 
tion of  either  halothane  or  enflurane. 

After  induction  of  anesthesia  an  intra-arterial 
catheter  was  placed  in  the  distal  artery  in  the  right 
or  left  arm.  Prior  to  cannulation  of  the  artery,  an 
Allen’s  test  was  performed  to  ensure  the  patency 
of  a distal  ulnar  artery.  When  the  intra-arterial  line 
was  in  position  direct  arterial  monitoring  was  done 
by  means  of  a Honeywell  monitor  and  visicorder. 
The  monitor  was  standardized  against  blood  pres- 
sure readings  taken  either  by  a blood  pressure  cuff 
or  by  ultrasonic  measurements  of  brachial  artery 
pressure. 

Sodium  nitroprusside,  50  mg,  in  500  ml  of  5% 
dextrose  in  water  was  administered  by  means  of  a 
microdrip  regulator  or  infusion  pump.  Starting  with 
the  lowest  recommended  dose,  0.5  /xg/kg/minute, 
the  infusion  rate  was  gradually  increased  and  ad- 
justed to  reach  and  maintain  the  desired  level  of 
arterial  blood  pressure.  The  average  flow  rate  was 
3.50  /xg/kg/minute.  The  I.V.  tubing  for  sodium 
nitroprusside  was  connected  to  an  intravenous 
Medicut  catheter  by  means  of  a K-52  line  and  to 
which  was  connected  another  bottle  containing  plain 
5%  dextrose  in  water.  This  dual  system  made  it 
possible  to  flush  the  K-52  line  of  sodium  nitro- 
prusside or  fill  the  K-52  line  with  sodium  nitro- 
prusside so  that  immediate  effects  of  the  drug  could 
be  obtained  and  medication  could  be  stopped 
abruptly  or  fed  directly  into  the  vein  within  sec- 
onds. Sodium  nitroprusside  was  isolated  from  the 
system  until  hypotension  was  requested  by  the 
surgeon.  Every  60  seconds  sodium  nitroprusside 
drops  were  recorded  as  were  blood  pressure  read- 
ings. Systolic  blood  pressure  was  maintained  at 
about  80  mm  Hg  unless  hemorrhage  was  apparent, 
in  which  event  the  pressure  was  further  lowered  to  a 
level  at  which  a relatively  “dry  field”  was  obtained. 
As  an  alternative,  mean  arterial  pressure  recordings 
were  noted.  Sodium  nitroprusside  was  discontinued 
when  hemorrhage  was  controlled  or  when  there  was 
no  further  surgical  manipulation  of  the  cerebral 
aneurysm  or  arteriovenous  malformation. 
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In  addition,  ECG  recordings  were  monitored 
continuously.  The  quantity  and  type  of  medications 
administered  were  recorded  as  well  as  blood  pressure 
and  pulse  rate  taken  15  minutes  before  and  15 
minutes  after  infusion  of  sodium  nitroprusside.  Each 
patient  was  catheterized  and  urinary  output  meas- 
ured and  recorded  every  30  minutes.  Rectal  tem- 
perature, intra-operative  medications,  fluid  input, 
and  blood  loss  were  entered  on  the  anesthetic 
record.  Fluids  were  kept  to  a minimum  and  diuresis 
was  instituted  by  the  intravenous  administration  of 
Mannitol. 

The  following  laboratory  tests  were  performed 
preoperatively  and  24  hours  postoperatively:  CBC, 
urinalysis,  SGOT,  LDH,  alkaline  phosphatase,  total 
serum  bilirubin,  BUN,  and  blood  sugar. 

As  this  was  an  open  study  without  control  drugs, 
application  of  most  statistical  methods  for  analysis 


was  not  considered  appropriate. 

RESULTS 

The  surgical  procedures  performed  in  this  study 
were  for  the  repair  of  cerebral  aneurysm  or  arter- 
iovenous malformation  under  hypotensive  anes- 
thesia. Sodium  nitroprusside  was  initiated  in  all 
eleven  patients  as  soon  as  the  actual  site  was  ex- 
posed and  prior  to  removal  of  the  aneurysm  or 
repair  of  the  arteriovenous  malformation.  Sodium 
nitroprusside  was  infused,  during  surgery,  for  peri- 
ods as  long  as  280  minutes  in  one  instance  and  for 
as  little  as  60  minutes  in  another.  Preinduction 
systolic  blood  pressure,  diastolic  blood  pressure, 
flow  rates,  etc.  for  all  patients,  as  well  as  the  post- 
operative recordings  for  same,  are  indicated  in 
Table  1. 


TABLE  1 


Pt. 

Sodium  Nitroprusside 
Total  Administration 
Time  Dose 

Avg.  B.P. 
Pre-op. 

15  min.  Pre-S.N. 
B.P.  M.A.P.  Pulse 

15  min.  After  S.N. 
B.P.  M.A.P.  Pulse 

Maintenance 
B.P.  M.A.P.  Pulse 

15  min.  Post  S.N. 
B.P.  M.A.P.  Pulse 

hrs. 

min. 

mg. 

1 

MY 

2 

02 

0.5 

135/75 

72/42 

105 

67 

40/20 

40 

100 

60/35 

45 

95 

80/40 

50 

80 

2 

EL 

2 

50 

80.00 

150/86 

120/80 

120 

70 

120/60 

80 

68 

70/45 

55 

100 

120/70 

95 

75 

3 

SR 

1 

10 

13.00 

130/75 

130/65 

95 

55 

110/70 

75 

54 

60/40 

60 

55 

120/70 

95 

50 

4 

VRA 

52 

3.70 

115/66 

135/80 

80 

60 

100/75 

80 

60 

60/40 

80 

70 

159/110 

85 

50 

5 

LB 

2 

27 

12.00 

118/66 

120/70 

95 

60 

60/25 

40 

67 

60/40 

45 

64 

130/70 

95 

60 

6 

JC 

1 

30 

18.00 

130/70 

100/60 

95 

80 

65/40 

55 

NR 

65/35 

45 

NR 

120/75 

85 

55 

7 

RC 

3 

57 

15.00 

170/93 

140/90 

135 

NR 

75/45 

120 

70 

40/43 

60 

NR 

115/65 

85 

55 

8 

BW 

1 

48 

25.00 

125/75 

150/80 

105 

70 

110/50 

55 

70 

40/15 

48 

72 

80/35 

55 

65 

9 

RC 

1 

25 

4.50 

170/90 

120/70 

140 

60 

60/35 

95 

80 

60/40 

38 

64 

90/60 

75 

65 

10 

VM 

1 

10 

1.20 

135/80 

110/60 

105 

105 

55/30 

55 

130 

60/35 

45 

125 

90/50 

75 

95 

11 

RW 

50 

5.00 

170/90 

115/70 

145 

95 

60/40 

50 

115 

60/40 

50 

110 

120/80 

100 

85 

S.N. — Sodium  Nitroprusside 
B.P. — Blood  Pressure 


M.A.P. — Mean  Arterial  Pressure 
NR — Not  Recorded 

In  one  patient,  an  abrupt  rise  in  blood  pressure 
was  seen  when  sodium  nitroprusside  was  first  with- 
drawn. However,  infusion  was  reinstated  and  the 
patient’s  blood  pressure  gradually  ascended  to  pre- 
induction level.  It  was  necessary  to  keep  another 
patient  on  sodium  nitroprusside  for  almost  one 
week.  This  particular  patient  was  extremely  hyper- 
tensive prior  to  surgery  and  received  a drip  con- 
taining trimethophan  camsylatet  in  the  operating 
room  to  keep  her  blood  pressure  at  a safe  level 
until  sodium  nitroprusside  was  introduced.  This  pa- 
tient was  placed  in  the  Intensive  Care  Unit  after 
surgery  as  her  blood  pressure  was  above  150/110. 
The  neurosurgeon  reinstituted  the  sodium  nitro- 
prusside drip  in  concentrations  of  0.01  percent  and 


t Arfonad®,  Product  of  Hoffmann-La  Roche  Inc.,  Nutley, 
N.J. 


0.02  percent  and  the  patient  remained  in  the  In- 
tensive Care  Unit  for  six  days. 

The  pulse  rates,  in  general,  were  typical  for  these 
procedures.  As  the  blood  pressure  decreased,  the 
pulse  rate  increased.  Besides  management  of  blood 
pressure  with  sodium  nitroprusside,  other  parame- 
ters such  as  urinary  output,  total  fluid  input,  and 
estimated  blood  loss  were  carefully  monitored. 

The  urinary  output  for  all  patients  was  considered 
satisfactory  and  a significant  diuresis  was  seen  to 
occur  in  all  patients  after  discontinuation  of  sodium 
nitroprusside.  Anuria  was  noted  in  two  patients 
during  surgery  but  was  corrected  with  I.V.  adminis- 
tration of  60  g of  Mannitol.  Finally,  blood  loss  was 
minimal  in  all  patients  even  though  it  may  be  ex- 
tensive in  this  type  of  surgery.  Coincidental  to  the 
minimal  blood  loss  was  a relatively  clear  surgical 
field. 
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The  total  sodium  nitroprusside  dosage  received 
by  each  patient,  duration  of  infusion,  blood  pressure 
readings,  mean  arterial  pressure  and  pulse  rates  are 
indicated  in  Table  1. 

All  patients  recovered  satisfactorily  with  the 
minimum  discomfort  possible  following  intracranial 
surgery.  Only  two  patients  experienced  anuria  dur- 
ing surgery,  and  these  were  treated  and  corrected. 
Otherwise  there  were  no  adverse  reactions.  The 
laboratory  tests  demonstrated  some  abnormalities 
but  these  were  considered  to  be  usual  in  patients 
with  cerebral  aneurysms  or  arteriovenous  malforma- 
tions and  not  drug  related. 

DISCUSSION 

Different  methods  of  inducing  controlled  hypo- 
tension have  been  studied  and  employed  for  years 
dating  back  to  the  past  century.  One  of  these 
modalities,  sodium  nitroprusside,1  although  known 
for  its  hypotensive  effects  for  a long  time,  had 
relatively  little  usage  clinically  until  the  1950’s.  This 
drug  has  shown  much  promise  particularly  in  hy- 
pertensive crises,  controlled  drug-induced  hypoten- 
sion during  anesthesia,18-31  renal  angiography32  and 
acute  myocardial  infarction33'34  when  accompanied 
by  an  increased  left  ventricular  diastolic  pressure  and 
chronic  heart  failure.35 

Sodium  nitroprusside  is  the  drug  of  choice  at 
Mercy  Hospital  and  Medical  Center  for  the  induc- 
tion of  controlled  hypotension  in  surgical  procedures 
for  the  removal  of  cerebral  aneurysms  and  repair  of 
arteriovenous  malformations.  All  of  the  patients  in 
this  open  study  responded  favorably  to  sodium  nitro- 
prusside. The  evanescent  action  of  the  drug  facilitates 
controlled  hypotension  during  anesthesia.29  Among 
its  other  features  are  rapid  action,  specific  effect 
on  resistance  vessels  without  affecting  other  smooth 
muscle  or  cardiac  muscle,  instant  reversibility,  lack 
of  effect  on  central  or  autonomic  nervous  systems, 
high  potency  and  low  toxicity.36  It  is  very  effective 
in  a number  of  clinical  settings  but  care  and  pre- 
cision must  always  be  exercised  when  using  this 
valuable  but  very  potent  drug. 

Special  thanks  to  Mercy  Hospital  and  Gilbert  E.  Kinyon, 
M.D.,  Chief  of  the  Anesthesiology  Department,  whose  total 
cooperation  helped  make  this  study  possible. 
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ANNUAL  AND  BIANNUAL  LEASING  OF  ALL  MAKES  OF  AUTOMOBILES 


LEASING  IS  NOT  FOR  EVERYONE,  BUT  MEDICAL 
PEOPLE  ARE  OUR  SPECIALTY.  ALL  MAKES  OF 
AUTOS,  TRUCKS,  4 WHEELERS.  VARIOUS  PLANS 
TO  FIT  YOUR  NEEDS  OR  THE  PROFESSIONAL 
GROUPS  WITH  WHOM  YOU  ARE  ASSOCIATED. 
REFERENCES  ARE  GLADLY  FURNISHED  AND  WE 
WILL  WORK  WITH  YOUR  ACCOUNTANTS. 

3401  WEST  41  st  STREET 
SIOUX  FALLS,  SOUTH  DAKOTA  57105 

PHONE  336-3818 

C.  H.  "Chuck”  Point,  Mgr.  Home  phone  336-3168 
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Big  Balanced  Rock,  Chiricahua  Mountains,  Arizona  (approx- 1,000  tons) 


■ Most  Widely  Prescribed— Anti  vert  is  the  most  widely  pre- 
scribed agent  for  the  management  of  vertigo*  associated  with 
diseases  affecting  the  vestibular  system  such  as  Meniere’s  disease, 
labyrinthitis,  and  vestibular  neuronitis. 

■ Relief  of  Nausea  and  Vomiting —Antivert/25  can  relieve  the 
nausea  and  vomiting  often  associated  with  vertigo” 

■ Dosage  for  Vertigo*  —The  usual  adult  dosage  for  Antivert/25 
is  one  tablet  t.i.d. 

BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 


‘INDICATIONS-  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows: 

Effective:  Management  of  nausea  and  vomiting  and  dizziness  associated  with 
motion  sickness. 

Possibly  Effective:  Management  of  vertigo  associated  with  diseases  affecting  the 
vestibular  system. 

Final  classification  of  the  less  than  effective  indications  requires  further 
investigation. 


CONTRAINDICATIONS.  Administration  of  Antivert  (meclizine  HQ)  during  preg- 
nancy or  to  women  who  may  become  pregnant  is  contraindicated  in  view  of  the 
teratogenic  effect  of  the  drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during  the  12-15  day  of  gestation 
has  produced  cleft  palate  in  the  offspring.  Limited  studies  using  doses  of  over  100  mg./ 
kg./day  in  rabbits  and  10  mg.Ag./day  in  pigs  and  monkeys  did  not  show  cleft  palate. 
Congeners  of  meclizine  have  caused  cleft  palate  in  species  other  than  the  rat. 

Meclizine  HC1  is  contraindicated  in  individuals  who  have  shown  a previous  hyper- 
sensitivity to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur  with  use  of  this  drug,  patients 
should  be  warned  of  this  possibility  and  cautioned  against  dnving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and  effectiveness  in  children 
have  not  been  done;  therefore,  usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  “Contraindications!' 

ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and,  on  rare  occasions,  blurred 
vision  have  been  reported  n/\/\nirv 

More  detailed  professional  information  available  on  livwlilvl 
request.  A division  of  Pfizer  Pharmaceuticals 

New  York,  New  York  10017 


Antivert  25 

(meclizine  HC1)  25  mg.Tablets 

for  vertigo* 


Each  capsule  contains  50  mg.  of 
Dyrenium®  (triamterene,  SK&F  Co.) 
and  25  mg.  of  hydrochlorothiazide. 


DVAZ1DE 

MAKES  SENSE 

FOR  LONG-TERM  CONTROL 

OF  HYPERTENSION* 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  Co.  literature  or  PDR.  A 
brief  summary  follows: 


* 


WARNING 

This  drug  is  not  indicated  for  initial  therapy 
of  edema  or  hypertension.  Edema  or  hyper- 
tension requires  therapy  titrated  to  the  indi- 
vidual. If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more 
convenient  in  patient  management.  Treatment 
of  hypertension  and  edema  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each 
patient  warrant. 


* Indications:  When  the  combination  represents 
the  dosage  determined  by  titration:  Adjunctive 
therapy  in  edema  associated  with  congestive 
heart  failure,  hepatic  cirrhosis,  the  nephrotic 
syndrome.  Corticosteroid  and  estrogen-induced 
edema,  idiopathic  edema;  hypertension,  when 
the  potassium  sparing  action  of  triamterene  is 
warranted.  Routine  use  of  diuretics  in  healthy 
pregnant  women  is  inappropriate;  they  are  indi- 
cated in  pregnancy  only  when  edema  is  due  to 
pathological  causes  (see  Warnings). 
Contraindications:  Further  use  in  anuria,  pro- 
gressive renal  or  hepatic  dysfunction,  hyper- 
kalemia. Pre-existing  elevated  serum  potassium. 
Hypersensitivity  to  either  component  or  other 
sulfonamide-derived  drugs. 

Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  de- 
velops or  dietary  intake  of  potassium  is  markedly 
impaired.  If  supplementary  potassium  is  needed, 
potassium  tablets  should  not  be  used.  Hyper- 


kalemia can  occur,  and  has  been  associated  with 
cardiac  irregularities.  It  is  more  likely  in  the 
severely  ill.  with  urine  volume  less  than  one  liter/ 
day.  the  elderly  and  diabetics  with  suspected  or 
confirmed  renal  insufficiency.  Periodically,  serum 
K+  levels  should  be  determined.  If  hyperkalemia 
develops,  substitute  a thiazide  alone,  restrict  K+ 
intake.  Associated  widened  QRS  complex  or 
arrhythmia  requires  prompt  additional  therapy. 
Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood.  Use  in  pregnancy  requires  weighing 
anticipated  benefits  against  possible  hazards, 
including  fetal  or  neonatal  jaundice,  thrombo- 
cytopenia, other  adverse  reactions  seen  in  adults. 
Thiazides  appear  and  triamterene  may  appear  in 
breast  milk.  If  their  use  is  essential,  the  patient 
should  stop  nursing.  Adequate  information  on 
use  in  children  is  not  available. 

Precautions:  Do  periodic  serum  electrolyte  de- 
terminations (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral 
fluids).  Periodic  BUN  and  serum  creatinine 
determinations  should  be  made,  especially  in 
the  elderly,  diabetics  or  those  with  suspected  or 
confirmed  renal  insufficiency.  Watch  for  signs 
of  impending  coma  in  severe  liver  disease.  If 
spironolactone  is  used  concomitantly,  determine 
serum  K+  frequently;  both  can  cause  K+  reten- 
tion and  elevated  serum  K+ . Two  deaths  have 
been  reported  with  such  concomitant  therapy  (in 
one,  recommended  dosage  was  exceeded,  in  the 
other  serum  electrolytes  were  not  properly  moni- 
tored). Observe  regularly  for  possible  blood 
dyscrasias,  liver  damage,  other  idiosyncratic 
reactions.  Blood  dyscrasias  have  been  reported 
in  patients  receiving  triamterene,  and  leukopenia, 


thrombocytopenia,  agranulocytosis,  and  aplastic 
anemia  have  been  reported  with  thiazides. 
Triamterene  is  a weak  folic  acid  antagonist.  Do 
periodic  blood  studies  in  cirrhotics  with  spleno- 
megaly. Anti  hypertensive  effect  may  be  enhanced 
in  post-sympathectomy  patients.  Use  cautiously 
in  surgical  patients.  The  following  may  occur: 
transient  elevated  BUN  or  creatinine  or  both, 
hyperglycemia  and  glycosuria  (diabetic  insulin 
requirements  may  be  altered),  hyperuricemia  and 
gout,  digitalis  intoxication  (in  hypokalemia),  de- 
creasing alkali  reserve  with  possible  metabolic 
acidosis.  ‘Dyazide’  interferes  with  fluorescent 
measurement  of  quinidine. 

Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis, 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting, 
diarrhea,  constipation,  other  gastrointestinal  dis- 
turbances. Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and,  rarely, 
allergic  pneumonitis  haveoccurred  with  thiazides 
alone. 

Supplied:  Bottles  of  100  and  1000  capsules; 
Single  Unit  Packages  of  100  (intended  for  insti- 
tutional use  only). 


SK&f  CO.,  Carolina,  P.R.  00630 
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TRIAMTERENE  CONSERVES  POTASSIUM  WHILE 
HYDROCHLOROTHIAZIDE  LOWERS  BLOOD  PRESSURE 


Problem  Solving  in  Diagnostics  and 
Therapeutics  of  Neurology 

A Series  of  24  Lectures 


Lecture  #19 


TREATMENT  OF  DYSKINESIAS 


by 

George  C.  Flora,  M.D.* 


The  human  population  contains  many  people  who 
have  disorders  of  movement  which  are  called 
dyskinesias.  Those  who  have  gross  tremor  of  their 
extremities  and  body,  those  who  have  jerking, 
twisting  movements  of  their  arms  or  head,  those 
who  are  slowed  by  muscle  rigidity  and  those  that 
have  twisting,  turning  movements  of  their  neck  and 
body  are  numerous  in  society. 

The  first  considerations  of  treatment  of  these 
disorders  is  to  consider  who  is  requesting  the  pa- 
tient’s treatment. 

To  overlook  the  fact  that  patients  who  have 
familial  tremor,  tics,  torticollis,  and  even  “the  palsy” 
may  not  be  consulting  you  for  that  disorder  may 
cause  you  and  the  patient  unnecessary  grief.  Dy- 
skinesias distract  physicians,  who  on  seeing  them  in 
a patient  consulting  them  for  other  causes,  volunteer 
a diagnosis  and  assume  “his  treatment”  is  desired — 
therapy  for  the  physician  rather  than  for  the  pa- 
tient. Patients  may  also  be  brought  to  the  physician 
because  “spouse”  or  “offsprings”  wish  the  dyskinetic 
to  appear  “more  normal.”  The  spouse  may  bring 
the  dyskinetic  patient  so  he  will  “look  better  at  the 
wedding” — in  short,  others  may  only  desire  cos- 
metically more  acceptable  kin  rather  than  a true 
benefit  for  the  patient.  Make  certain  that  patient 
wants  treatment!!  The  reason  for  making  this  point 
requires  some  explanation,  and  the  explanation  is 
simple.  The  amount  of  benefit  available  from  chem- 
icals for  the  dyskinetic  patient  is  minimal  in  many 


* Professor  and  Chief  of  Neurology,  USD  School  of  Medi- 
cine, V.  A.  Center,  Sioux  Falls,  SD  57105. 


cases,  and  the  medications  have  reactions  which  are 
often  distressing.  Physicians  who  volunteer  diagnosis 
and  treatment  of  patients  who  did  not  want  it  often 
do  more  harm  than  good. 

In  the  treatment  of  this  group,  the  pharmacopeia 
makes  it  sound  simple.  For  the  familial  tremor,  there 
is  “Propranolol,”  for  the  torticollis,  there  is 
“Haldol,”  for  “Parkinsonism,”  there  is  “Dopamine,” 
for  the  dystonia,  there  is  “withdrawal  of  pheno- 
thyazines”  or  L-Dopa,  for  the  choreoathetosis,  there 
is  Reserpine  or  Haldol,  and  for  Wilson’s,  there  is 
Penacillamine. 

When  following  recommended  therapy,  anticipate 
dramatic  improvement,  but  be  content  with  only 
modest  improvement  and  few  side  reactions. 

Fortunately  in  the  treatment  of  these  dyskinesias, 
the  chemical  is  not  the  only  agent  in  our  therapeu- 
tic regime.  These  disorders,  like  patients  with 
seizures,  functional  deficits,  pain,  can  be  assisted 
by  other  than  our  “pills  and  potions.”  The  aggrava- 
tion of  the  dyskinesias  by  physiological  stress  is  so 
well  recognized  that  psychogenic  etiology  was,  and 
still  is,  strongly  suspected  by  the  uninformed.  With 
that  knowledge,  the  approach  to  treatment  of 
familial  tremor,  torticollis,  mild  Parkinson’s  and 
early  dystonics  commences  with  an  educational  pro- 
gram to  avoid  disruptions  of  emotional  calm. 
Familial  tremor  patients,  who  type,  who  are  tool 
and  dye  makers,  who  are  artists,  and  many  are  so 
employed,  may  learn  to  avoid  confrontation  by  train- 
ing or  avoidance  and  continue  productive  for  years. 
Familial  tremor  and  torticollis  may  be  seen  as 
“acceptable”  disease  rather  than  something  that 
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should  be  “hidden”  from  viewers.  The  removal  of 
this  self-consciousness  or  “guilt  of  disease”  has  more 
potent  benefit  for  these  disorders  than  most  medi- 
cations. The  “Parkinson”  patient  who  learns  never 
to  accept  a “deadline,”  to  be  rushed,  learns  that  his 
disease  is  benefited  a great  deal. 

In  treatment  of  dyskinetic  patients,  the  pattern 
of  progression  or  plateauing  in  a given  individual  is 
recognized.  In  following  their  treatment  over  years, 
a sudden  departure  from  that  expected  pattern  is 
the  influence  of  an  aggravant.  The  familial  tremor 
patient,  who  suddently  becomes  unable  to  perform 
his  usual  activity,  is  then  evaluated  and  found  to 
have  a viral  pneumonia.  Once  the  aggravant  clears, 
his  tremor  returns  to  his  “normal.”  The  Parkinson- 
ian patient,  who  after  12  years  of  moderate  disability 
stops  going  to  the  office  to  work,  over  a three-week 
period,  is  evaluated  and  found  to  have  a constrict- 
ing rectal  carcinoma.  Once  it  is  treated,  his  Parkin- 
sonism returns  to  “normal”  and  he  returns  to  his 
office  daily  with  no  greater  impairment.  The  oldster 
with  minimal  Parkinson’s,  who  before  a scheduled 
TUR  becomes  suddenly  “rigid  Parkinsonian”  so  that 
the  housestaff  suspects  “meningitis,”  following  con- 
trol of  his  urinary  infection  “from  studies”  and  re- 
moval of  obstruction,  again  walks  from  the  hospital 
without  severe  Parkinsonism. 

Recognition  that  dyskinesias  have  a pattern  made 
clear  by  previous  course  and  that  sudden  alterna- 
tions of  these  disorders  do  not  reflect  change  of  the 
neurological  disease  but  aggravation  by  secondary 
and  discernible  factors  is  worthy  of  repetition. 


MODERN  PRESS,  INC. 

A South  Dakota  Printer  interested  in  helping 
you  the  Physician  with  your  printing  needs. 
Please  contact  Modern  Press  if  you  need 
quality  letterheads,  envelopes,  business 
forms,  etc.  Call:  336-2377  or  Write: 

Modern  Press,  Inc. 

1209  West  Bailey 
Sioux  Falls,  S.D.  57104 


SELF-EMPLOYED? 
WITHOUT  A 

RETIREMENT  PROGRAM? 


We  can  help  you  build  your  program 
and  save  thousands  of  dollars  in  income 
taxes  . . . 


As  a member  of  the  medical  profession, 
you  can  enjoy  the  benefits  of  a big 
company  retirement  plan  with  the  many 
tax-savings  advantages. 

Under  the  Pension  Law,  you  may  con- 
tribute up  to  $7,500  or  15%  of  your 
earned  income,  whichever  is  less,  to  an 
HR  10  plan  and  all  or  nearly  all  is  tax 
deductible.  The  earnings  on  your  plan 
accumulate  tax-free  until  you  retire. 

Why  not  let  Uncle  Sam  help  you  build 
toward  a more  comfortable  retirement? 
Equitable  of  Iowa  will  supply  informa- 
tion on  how  you  can  benefit  from  the  HR 
10  plan  rules  by  contacting: 

Quentin  De  Saix  and  Associates 
Suite  316,  Security  Bldg. 
wMr*4  V 101  South  Main  Avenue 
Sioux  Falls,  SD  57102 
(605)  336-3545 
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The  legend  continues... 


Mercedes-Benz  creates 
a new  generation  of  automobile. 
Introducing  the  new280E; 
the  Practical  Sports  Sedan. 


The  look  and  feel  of  a sports  car...  the  long-lasting  practicality  of  a Mercedes- BenzThe  new  280E,  the  Practical  Sports  Sedan. 


Here’s  a wholly  new  Mercedes-Benz. 
A car  that  mates  the  practicality 
of  a true  5-passenger  sedan  with 
the  nimble  handling  of  a sports  car. 

The  new  280E.  The  Practical 
Sports  Sedan. 

A select  team  of  engineers  devoted 
six  years  to  the  conception,  con- 
struction, and  refinement  of  the  280E. 
More  years  were  given  to  the  testing 
of  “final”  prototypes.  As  what  follows 
suggests,  the  new  280E  represents  a 
worthy  new  chapter  in  the  Mercedes- 
Benz  legend. 

The  ultimate  challenge 

Probably  the  ultimate  design  chal- 
lenge is  the  appropriate  proportioning 
of  a car’s  size,  weight,  and  usable  space. 
In  the  new  280E  the  Mercedes-Benz 
engineers  demonstrate  an  exquisite 
sense  of  proportion.  Inside,  there  is  am- 
ple space  for  five  adults.  And  the  trunk 
is  a full  17.7  cubic  feet  — all  of  it  usable. 

The  new  280E’s  power  plant  is  a 
refined  version  of  the  sophisticated 
Mercedes-Benz  double  overhead  cam- 


shaft six,  and  its  performance  has  been 
enhanced  with  the  new  C.I.S.  constant 
flow  fuel  injection  system. 


The  improved  “zero-offset”  front 
suspension  alone  is,  quite  possibly,  an 
engineering  masterpiece,  providing  un- 
canny directional  stability  and  braking. 

Operating  in  conjunction  with 
the  Mercedes-Benz  recirculating-ball 
power  steering,  it  produces  a quick 


maneuvering  response  and  an  incred- 
ibly tight  37-foot  turning  circle.  And 
the  280E  features  a fully  independent 
suspension  system  for  each  wheel  to 
increase  the  automobile’s  stability  and 
dampen  road  shock. 


Safety  x 100 

A host  of  Mercedes-Benz  engineering 
achievements  have  contributed  to  the 
unusual  safety  systems  of  the  new  280E. 

Each  wheel  has  its  own  servo- 
assisted  disc  brake. The  steering  column 
is  designed  to  telescope  three  ways. 
Front  and  rear  bumpers  are  self-regen- 
erative. All  told,  over  100  separate  ele- 
ments and  systems  are  combined  in  the 
new  280E. 

See  your  Mercedes-Benz  Dealer  for 
a unique  experience.  The  experience 
of  driving  the  new  280E  — the 
Practical  Sports  Sedan. 


Mercedes-Benz 


Engineered  like  no  other  car 
in  the  world. 


©1977  Mercedes- Ben: 


VERN  EIDE  BUICK 

2500  S.  Minnesota  Avenue 
Sioux  Falls,  South  Dakota  57105 
(605)  336-1720 


Hey  Doctor 


Consider  joining  the  South  Dakota  Air 
National  Guard. 

You'll  be  quite  surprised  at  all  we  can 
do  for  you. 

We'll  send  you  to  professional  seminars 
in  Hawaii,  Washington  D.C.,  or  most 
anywhere  in  the  country  because  we  know 
keeping  up  to  date  is  vitally  important. 

And  we'll  help  you  work  toward  your  spec- 
ialty boards,  providing  training,  hours 
required,  and  paying  you  at  the  same  time. 

Interested  in  your  aviation  medical 
examiner's  certificate?  There's  no  better 
method  of  obtaining  it  than  through  the 
Air  National  Guard.  After  all,  flight  is 
our  business. 

As  a medical  doctor,  you  sign  on  for  3 
years,  and  automatically  attain  at  least 
the  rank  of  Captain. 

Additionally  you'll  have  access  to  the 
commissary  and  base  exchange,  free  med- 
ical care  and  free  'space  available' 


transportation.  Plus,  the  retirement 
benefits  are  excellent. 

Surprised?  Most  doctors  are. 

But  perhaps  the  biggest  surprise  of  all 
is  that  once  you  are  commissioned,  the 
amount  of  time  required  of  you  on  base 
is  measured  in  hours  per  month.  Not  days. 
Hours. 

Interested?  We're  not  surprised. 

Call  Toby  Fladmark  at  the  South  Dakota 
Air  National  Guard. 

South  Dakota  Air  National  Guard 
Joe  Foss  Field 

Sioux  Falls,  South  Dakota  57104 
(605)  336-0670 


Hey  Major 


THE 

ALUMNI 

ASSOCIATION 


of  the 

SOUTH  DAKOTA  SCHOOL  OF  MEDICINE 


has  been  established  by  the  South  Dakota  Medical  School  Endow- 
ment Association.  Among  other  activities,  the  Alumni  Association 
serves  as  a source  of  information  for  graduates  and  assists  in 
the  organization  of  class  reunions. 

As  of  1977  the  South  Dakota  School  of  Medicine  is  a four-year 
degree  granting  school,  and  through  the  Alumni  Association  the 
school,  and  past  and  present  students  will  be  better  served. 


Contributions  may  be  sent  to: 

Alumni  Association 
South  Dakota  Medical  School 
Endowment  Association 
608  West  Avenue,  North 
Sioux  Falls,  South  Dakota  57104 
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A SOLUTION  TO  HEALTH  MANPOWER  PLANNING 


A report  from  the  Health  Manpower  Planning  and 
Linkage  Project,  State  Health  Dept.,  Pierre,  S.D. 


One  of  the  basic  problems  with  health  manpower 
planning  is  the  lack  of  useful  and  visible  products 
that  are  not  just  documents  for  one’s  bookshelf.  To 
alleviate  this  problem,  the  South  Dakota  Health 
Manpower  Planning  and  Linkage  Project  is  seeking 
to  create  a viable  statewide  Health  Manpower  Plan. 
Many  different  agencies  and  organizations  have 
conducted  health  manpower  planning.  Rarely,  how- 
ever, did  any  one  group,  either  public  or  private, 
conduct  a broad  range  of  health  manpower  planning 
directed  at  all  aspects  of  health  manpower  as  it 
related  to  the  total  health  care  delivery  system.  Most 
of  the  planning  was  education  planning  rather  than 
health  manpower  planning.  The  methodologies  that 
were  developed  were  narrow  in  scope,  and  usually 
were  designed  specifically  for  a single  task.  Thus 
health  manpower  planning  became  fragmented  and 
limited  basically  to  education  planning. 

Therefore,  the  principal  objective  of  the  South 
Dakota  Linkage  Project  is  to  eliminate  fragmenta- 
tion and  narrowness  of  scope.  The  other  overriding 
idea  behind  the  linkage  system  is  the  development 
of  a step-by-step  statewide  process  or  system  for 
the  efficient  allocation  of  limited  public  and  private 
resources  for  health  manpower  through  precise 
planning  and  effective  cooperation  of  all  parties; 
i.e.  to  maximize  the  health  status  subject  to  resource 
and  priority  constraints. 

In  South  Dakota,  Health  Manpower  Planning  is 
defined  as  a step  by  step  process  which  insures  that 
both  current  and  future  health  manpower  resources 
are  in  sufficient  quantity  to  meet  but  not  exceed  the 
effective  demand  of  a population  for  the  delivery  of 
health  services.  Linkage  is  defined  as  the  relation- 
ship between  two  functions,  such  as  between  plan- 
ning and  regulation,  or  the  relationship  between  two 
people,  such  as  between  a decision  maker  and  a 
health  provider. 

The  South  Dakota  Linkage  System  is  based  on  the 
premise  that  effective  health  manpower  planning  is 
only  possible  if  all  groups  and  individuals  involved 
in  resource  allocation,  decision  making,  and  plan- 
ning within  a state  are  linked  together  in  setting 
common  goals  and  objectives  and  in  developing 
solutions  to  health  manpower  problems. 


To  accomplish  its  goals,  the  Linkage  Project  has 
developed  10  work  steps.  Each  time  the  10  steps 
are  completed  (a  cycle)  a Health  Manpower  Plan 
will  be  produced.  The  ten  steps  are  as  follows: 
assemble  project  staff,  develop  work  plan  for 
process,  determine  current  planning  process,  develop 
linkage  mechanism,  develop  planning  process,  pre- 
dict future  health  care  systems,  determine  supply 
and  demand,  compare  supply  and  demand  and  de- 
velop solutions,  draft,  test,  and  publish  health  man- 
power plan,  and  develop  data  plan. 

The  ten  steps  comprise  the  major  activities  of  the 
Linkage  Project.  To  date,  the  first  five  steps  have 
essentially  been  completed  and  work  is  currently 
underway  in  steps  6-10.  A major  accomplishment 
of  the  Project  has  been  the  publication  of  two  re- 
source documents,  one  by  health  economist  Sherman 
Folland  entitled  HEALTH  NEEDS  AND  RE- 
SOURCES IN  SOUTH  DAKOTA:  A SOURCE 
BOOK,  and  the  other  by  W.  H.  Bergman  entitled 
DEMOGRAPHY  AND  SOCIO  ECONOMIC 
CHARACTERISTICS  OF  SOUTH  DAKOTA 
AND  ITS  ECONOMIC  REGIONS. 

The  second  major  accomplishment,  the  creation 
of  the  subcommittees  has  come  about  because  the 
project  sought  to  improve  the  cooperation  (or 
linkages)  among  its  health  manpower  components. 
The  linkage  project  was  devised  as  the  best  way  to 
communicate  between  planners  and  decision-makers 
by  involving  them  in  the  same  planning  process  via 
the  subcommittees.  This  concept  of  blending  group 
process  in  the  subcommittees  with  the  objective  data 
provided  by  the  staff  is  proving  to  be  a dynamic 
one.  The  concept  in  itself  is  different  than  most 
committees  in  that  it  involves  a number  of  people 
from  varied  walks  of  life  and  gives  them  an  op- 
portunity to  interact  and  to  make  decisions  relating 
to  the  planning  process. 

The  subcommittees  are  charged  with  the  business 
of  assessing  where  South  Dakota  is  now  in  terms  of 
numbers  of  people  needed  to  staff  the  health  care 
delivery  system;  to  create  careful  and  realistic  esti- 
mates of  where  the  system  and  the  state  will  be  in 
the  future,  and  to  develop  recommendations.  Spe- 
cifically, the  Executive  Committee  is  responsible  for 
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working  with  the  project  staff  in  the  operation  of  the 
project  and  for  the  subcommittee  structure,  mem- 
bership and  reports  in  conjunction  with  project 
staff.  In  addition,  it  is  responsible  for  policy  and 
decision  making  for  and  drafting  of  the  Health 
Manpower  Plan.  The  Nursing,  Physician,  and  Dental 
Subcommittees  are  responsible  for  the  drafting  of 
the  Health  Manpower  Plan  relating  to  their  partic- 
ular disciplines.  The  Technical  Methods  Subcom- 
mittee is  responsible  for  the  review  and  coordina- 
tion of  all  technical  aspects  of  the  nursing,  physician, 
dental,  and  associated  health  subcommittees.  It  is 
further  responsible  for  the  development  of  planning 
methods  and  a data  plan  as  well  as  the  coordination 
of  all  data  collection.  The  Associated  Health  Sub- 
committee is  responsible  for  the  drafting  of  the 
Health  Manpower  Plan  for  additional  manpower 
categories,  and  the  Implementation  Subcommittee 
is  responsible  for  the  distribution  of  the  health  man- 
power plan,  publicity  of  the  project  and  cooperation 
among  groups  and  individuals. 

The  project  is  proceeding  basically  on  schedule. 
However,  it  is  clear  that  the  process  evolving  is  a 
time  consuming  one.  From  all  indications  it  is  worth 
the  effort.  The  fruits  of  the  conversations  and  com- 
munication will  be  realized  for  many  years.  It  is 
also  clear  that  the  process  that  is  evolving  is  dif- 
ferent from  most  planning  efforts.  It  has  the 
potential  of  being  a major  breakthrough  for  state 


planning  efforts.  However,  only  time,  utilization 
and  thorough  evaluation  of  the  process  will  be  able 
to  prove  the  success  of  this  new  concept. 

For  further  information:  Contact  Jerry  McClen- 
don, Health  Manpower  Planning  and  Linkage 
Project,  State  Health  Department,  Joe  Foss  Building, 
Pierre,  South  Dakota  57501,  AC  605  224-3757. 


THE  SOUTH  DAKOTA  JOURNAL 
OF  MEDICINE 

Journal  of  Medicine,  608  West  Avenue,  North,  Sioux  Falls, 
SD  Subscription  $8.00  per  year  $1.00  per  copy 

Foreign  $10.00 

CONTRIBUTORS 

ORIGINAL  MANUSCRIPTS:  Material  appearing  in  all 
publications  of  the  Journal  of  Medicine  should  be  type- 
written, double-spaced  and  the  original  copy,  not  the  carbon 
should  be  submitted.  An  abstract  of  100-200  words  should 
accompany  each  scientific  article.  Footnotes  should  conform 
with  the  requirements  for  manuscripts,  and  each  manuscript 
should  include  the  name  of  the  author,  title  of  article  and 
the  location  of  the  author.  The  used  manuscript  is  not 
returned  but  every  effort  will  be  made  to  return  manuscripts 
not  accepted  or  published  by  the  Journal  of  Medicine. 
Articles  are  accepted  for  publication  on  condition  they  are 
contributed  solely  to  this  Journal. 


Give  your  pain  to  STIMTECHI 

THE  EPC  MINI™  MAY  BE  THE  ANSWER  IF  YOUR  DIFFICULT  PAIN 
PATIENT  FAILS  TO  RESPOND  TO  MEDICATION 


Extensive  research  and  clinical  testing*  has  proven  Cutaneous 
Afferent  Stimulation  significantly  effective  in  its  intended  target 
population  as  a non-invasive/ non-narcotic  treatment  of  acute, 
chronic  and  post-operative  pain. 

The  EPC  MINI,  one  of  the  family  of  STIMTECH  neurostimulators, 
is  lightweight,  compact  and  comfortable  to  wear.  The  convenient 
clip  attaches  the  unit  to  belt  or  pocket. 

All  EPC  Stimulators  feature  three  adjustable  control  settings. 
This  includes  the  innovative  feature  PULSE  WIDTH. 


utlon:  Federal  law  (U  S A.)  restricts  this  device 
sale  by  or  on  the  order  of  a physician 


‘Additional  information  & documentation 
available  upon  request 


Kreiser’s  Surgical,  Inc. 

1220  S.  Minn.  Ave. 

Sioux  Falls,  SD  57105 
Rapid  City,  SD 
Sioux  City,  IA 
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Mpls.,  Minn. 
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SOUTH  DAKOTA 


SOUTH  DAKOTA 
CHAPTER 
NEWS 

SOUTH  DAKOTA  ACADEMY  OF  FAMILY  PHYSICIANS 
3001  South  Holly  Avenue 
Sioux  Falls,  SD  57105 


FACULTY  FOR  FAMILY  MEDICINE 
Excerpts  from  AAFP/STFM  Workshop  on  Family  Prac- 
tice Education  in  Medical  Schools,  February  1977,  Fitz- 
hugh  Mayo,  M.D. 

Family  medicine  may  be  described  as  something  of  a 
crusade.  It  is  fueled  by: 

1.  the  demands  of  a society  deprived  of  personal  com- 
munity physicians 

2.  the  needs  of  family  physicians  to  be  seen  as  legitimate 
central  figures  in  the  health  care  system,  and 

3.  the  lack  of  scientific  investigation  and  education  in 
community  settings  outside  medical  schools. 

Practicing  family  physicians  are  a part  of  this  crusade,  for, 
if  it  should  fail,  their  status  will  again  be  seen  as  second- 
rate  and  illegitimate  within  the  institutions  that  train  all 
doctors.  Family  medicine  must  face  this  dilemma  if  it  is  to 
survive. 

Are  there  any  examples  of  appropriate  attitudes  for  us 
to  emulate?  William  Osier  and  James  Mackenzie  provide 
us  with  appropriate  role  models.  Osier  was  the  epitome  of 
the  academic  internist  and  can  be  considered  one  of  the 
architects  of  the  Flexner  educational  model.  However, 
throughout  his  career  he  argued  that  it  was  essential  to 
have  faculty  who  had  experience  in  the  community  outside 
medical  schools.  He  felt  so  strongly  about  this  that  he 
left  Johns  Hopkins  after  losing  his  debates  on  this  issue. 
Mackenzie  is  an  excellent  example  of  the  family  doctor 
investigator,  understanding  the  need  for  scientific  investi- 
gation in  the  practice  setting.  They  prove  that  it  may  be 
possible  for  each  of  us  to  respect  other  faculty  who  are 
making  different  contributions  to  our  discipline. 

Who  should  be  the  basic  nucleus  of  Family  Medicine 
faculty:  Practitioners?  Academics?  Residents?  The  an- 
swer seems  obvious;  experienced  practitioners  are  needed  as 
well  as  people  trained  in  academia  who  would  have  chosen 
Family  Medicine  had  it  been  available  in  their  day.  We 
need  both  and  each  group  must  be  supportive  of  the 
other,  realizing  the  essentiality  of  different  approaches  with- 
in the  discipline.  Also,  it’s  obvious  that  some  of  the  resi- 
dents we  are  training  should  and  will  become  teachers. 
We  should  heed  Osier’s  warning,  however,  and  make 
sure  our  residents  have  appropriate  real  practice  experi- 
ence. Some  of  the  top  residents  of  today  are  opting  for 
practice  experience  before  teaching,  whereas  less  appropri- 
ate residents  are  being  hired  with  little  or  no  experience. 

The  question  also  arises  as  to  whether  it  is  appropriate 
for  family  doctors  to  function  as  role  models  only  and  to 
bring  in  “experts”  not  only  in  medical  specialties,  but  in 
education,  behavior,  administration,  etc.  to  perform  the 
basic  educational  functions.  We  would  predict  that  this 
course  would  be  an  ultimate  disaster  and  that  unless  we 
produce  family  practitioner  faculty  with  basic  educational 
skills  in  these  areas,  the  discipline  will  have  a short  life. 


NEW  ENGLAND  SEMINAR 

New  Hampshire  Academy  of  Family  Physicians  is  offer- 
ing a second  annual  Fall  Foliage  Tour  at  Waterville  Valley 
in  the  White  Mountains  of  New  Hampshire,  Sept.  21-29, 
1977.  Part  of  the  program  will  include  an  opportunity  for 
exploring  Boston,  This  program  is  approved  for  29  hours 
of  prescribed  credit.  Program  chairman  is:  Jeanne  F.  Arn- 
old, M.D.,  RFD  #1,  Box  266,  Peterborough,  NH  03458. 

CORE  CONTENT  REVIEW 

The  Connecticut  and  Ohio  Academies  of  Family  Physi- 
cians will  offer  another  Core  Content  Review  educational 
project  starting  in  October,  1977.  This  marks  the  tenth 
successive  year  that  the  two  chapters  are  presenting  this 
postgraduate  educational  program  which  allows  a physician 
to  check  his  own  knowledge  of  the  Core  Content  of  Fam- 
ily Medicine  as  defined  by  AAFP.  The  program  is  now 
endorsed  by  the  Board  of  Directors  of  the  American 
Academy  of  Family  Physicians. 

There  is  no  grading  of  the  review  to  determine  individual 
performance  except  by  the  participants  themselves.  How- 
ever, on  request,  a physician  may  obtain  a computer 
analysis  of  his  or  her  performance  in  relation  to  others  in 
his  or  her  state.  The  program  will  be  approved  for  24  hours 
of  prescribed  credit. 

The  registration  fee  is  $50  for  AAFP  members  and  $70 
for  non-members.  Physicians  interested  in  participating 
this  year  must  register  by  August  31,  1977.  Checks  made 
out  to  CORE  CONTENT  REVIEW  should  be  sent  to: 
The  Core  Content  Review  of  Family  Medicine,  Conn.  & 
Ohio  Academies  of  Family  Physicians,  4075  North  High 
Street,  Columbus,  OH  43214. 

PRIMARY  CARE  FOR  THE  NEWBORN 

The  Georgia  Academy  of  Family  Physicians  Educa- 
tional Foundation  announces  the  Second  Edition  of  the 
1977  correspondence  course  entitled,  “Primary  Care  for  the 
Newborn.” 

The  course  consists  of  four  sessions  and  a final  examina- 
tion. Each  session  is  two  weeks  in  duration.  The  first  ses- 
sion will  begin  October  3,  1977. 

This  program  is  acceptable  for  30  prescribed  hours  by 
the  American  Academy  of  Family  Physicians.  This  con- 
tinuing medical  education  activity  is  acceptable  for  30  cred- 
it hours  in  Category  I for  the  Physicians’  Recognition 
Award  of  the  American  Medical  Association.  For  further 
information  contact:  Georgia  Academy  of  Family  Physi- 
cians Educational  Foundation,  Miss  Camile  Day,  Executive 
Director,  11  Corporate  Square,  Suite  205,  Atlanta,  GA  30329 
(404-321-7445). 

SOTS  AT  BHSS 

SOTS  at  Black  Hills  Summer  Seminar,  August  13. 


JUNE  1 9 7 7 


37 


providing 

Drue  Information 
toPhysidara 


Informational 
Buteton  *433-76 


RECENT  CHANGES 


iVatioiml 
Health 
Iiiaii  ranee 


523^^  I °eed  more  red  tape  M 


Drug 

Subslilution 


RKSK  \R(  II 


THERE  AREA 
LOT  OP  PEOPLE 
GETTING  BETWEEN 

YOU  AND  YOUR 

PATIENT. 


Medicine  today  is  in  the  spotlight,  subjected  to  all 
kinds  of  scrutiny.  Your  control  over  patient  therapy  is 
being  monitored,  judged  and  occasionally  abrogated, 
sometimes  by  unknown  third  parties. 

The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
tionship between  you  and  your  patient  will  be  weakened, 
without  offsetting  benefits.  Consider  three  examples: 

Drug  Substitution  In  most  states,  pharmacy  laws, 
regulations  or  professional  custom  stipulate  that  your 
non-generic  prescriptions  be  filled  with  the  precise  prod- 
ucts you  prescribe.  But  in  the  last  five  years,  a dozen  or 
more  State  laws  have  been  changed,  permitting  the  phar- 
macist in  most  cases  to  select  a product  of  the  same 
generic  drug  to  fill  any  prescription. 

Ironically,  this  dilution  of  physician  control  has 
taken  place  against  a background  of  growing  evidence 
that  purportedly  equivalent  drug  products  may  be  in- 
equivalent, since  neither  present  drug  standards  nor  their 
enforcement  are  optimal.  In  fact,  the  FDA  itself  says  it 
has  not  enforced  the  same  standards  for  hundreds  of 
“follow-on”  products  that  it  had  applied  to  the  original 
NDA  approvals.  Thus  physician  control  over  patient 
therapy  is  being  eroded  with  a risk  that  patients  may  be 
exposed  to  drugs  of  uncertain  quality. 

The  major  advertised  claim  for  substitution  is  reduced 
prescription  prices  for  consumers.  Yet  no  documentation 
of  any  significant  savings  has  been  produced. 

MAC  Maximum  Allowable  Cost,  MAC  for  short,  is 
a Federal  regulation  designed  to  cut  the  Government’s 
drug  bill  by  setting  price  ceilings  for  drugs  dispensed  to 
Medicare  and  Medicaid  patients.  Unless  the  prescriber 
certifies  on  the  prescription  that  a particular  product  is 
medically  necessary,  the  Government  intends  to  pay  only 
for  the  cost  of  the  lowest-priced,  purported  ly-equivalent, 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 

The  drug  lag  The  future  of  drug  and  device  re- 
search depends  upon  a scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $ 1 billion  of  its  own  funds  and  evaluating 
more  than  1,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a major  barrier  to  the  flow  of  new 
drugs  to  your  patients : The  cost  of  the  research  is  more 
than  ten  times  what  it  was,  per  product,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 
years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That’s  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  futures. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  Washington. 

It  could  make  a difference  in  your  practice  tomorrow. 


1155  Fifteenth  Street,  N.W,  Washington,  D.C.  20005 


LABORATORY  AIDS 


Sponsored  by  the  South  Dakota  Society  of  Pathologists 

HYPOPHOSPHATEMIA 

The  clinical  effects  of  elevation  or  depression  of 
the  serum  potassium  and  calcium  are  well  known. 
This  explains  why  these  tests  are  so  frequently  or- 
dered. Alterations  of  the  serum  magnesium  are  also 
being  better  appreciated  and  an  increasing  number 
of  requests  for  these  tests  is  occurring.  However,  the 
serum  phosphorus  has  been  regarded  by  many  as 
simply  a supplemental  test  to  be  used  to  determine 
whether  the  patient’s  hypercalcemia  is  due  to  hy- 
perparathyroidism or  other  causes.  However,  there 
are  other  alterations  of  the  serum  phosphorus  of 
significance. 

Severe  hypophosphatemia  can  produce  severe  dis- 
turbances as  follows: 

1.  Red  cell  dysfunction — depression  of  2,3  DPG  which 
alters  the  delivery  of  oxygen  to  the  tissue  and  de- 
pression of  ATP  sometimes  resulting  in  hemolysis. 

2.  Leukocyte  abnormality — patients  with  very  low  phos- 
phorus often  have  an  increased  susceptibility  to  in- 
fection. 

3.  Platelet  disorder — possible  bleeding  tendency. 

4.  Central  Nervous  dysfunction — irritability,  numbness, 
dysarthria,  and  confusion. 

5.  Muscle  dysfunction  with  rhabdomyolysis. 

Very  severe  depression  of  the  serum  inorganic  phosphorus 
will  occur  in  the  following  conditions: 

1.  Alcoholic  withdrawal 

2.  Diabetes  mellitus 

3.  Drug  binding  of  phosphorus  such  as  by  aluminum 
hydroxide  and  magnesium  hydroxide  in  antacid 
preparation 

4.  Recovery  from  diuretic  phase  after  severe  burns 

5.  Hyperalimentation 

6.  Severe  respiratory  alkalosis 

7.  Recovery  from  starvation 

Moderate  depressions  of  serum  phosphorus  may  appear  in: 

1.  Hemodialysis  patients 

2.  Hyperparathyroidism 

3.  Volume  expansion — hyperaldosteronism,  saline  in- 
fusion or  hypokalemia 

4.  Hypomagnesemia 

5.  Gram  negative  bacteremia 

6.  Administration  of: 

a.  insulin 

b.  gastrin 

c.  glucagon 

d.  epinephrine 

e.  corticosteroids 

f.  diuretics 

7.  Osteomalacia 

8.  Renal  tubularacidosis 

9.  Pregnancy 

10.  Malabsorption 

11.  Vitamin  D deficiency 

12.  Gout 

13.  Salicylate  poisoning 


RADIOLOGIST  WANTED 

Head  Radiology  Department  in  95-bed 
acute  care  hospital.  Progressive,  rural 
community  in  western  Nebraska,  200 
miles  from  Denver,  Colorado,  skiing, 
etc.  Position  open  July  1. 

Contact: 

Administrator 
Saint  Mary  Hospital 
Box  591 
Scottsbluff,  NE 
(308)  632-8000 


CONFERENCES  FOR 
MEDICAL  PROFESSIONALS 

Over  500  listings  of  national  /international 
meetings,  conferences  and  seminars  in  the 
medical  sciences  for  1977.  Send  a $10.00 
check  or  money  order  payable  to: 

Professional  Calendars 
P.O.  Box  40083 
Washington,  DC  20016 
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John  F.  Barlow,  M.D. 
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Seventy-Five  Year  Old  Caucasian  Male 
With  Jaundice  and  Back  Pain 
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NALFON 

fenoprofen  calcium 

300-mg.  Pulvules 


IDISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  available  to  the  profession 
on  request. 

•Present  as  345.9  mg.  of  the  calcium  salt  of  fenoprofen  dihydrats 
equivalent  to  300  mg.  fenoprofen. 
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A character 

all  its  own 

Valium  (diazepam)  is  a 
benzodiazepine  with  a 
character  all  its  own. 
Pharmacologically,  it  has  been  described 
as  more  potent  mg-per-mg  than  other 
available  anxiolytic  benzodiazepines. 
Pharmacokinetically,  only  Valium  pro- 
vides active  diazepam  as  well  as  the 
active  metabolites  3-hydroxydiazepam, 
desmethyldiazepam  and  oxazepam. 

But  the  individual  character  of 
Valium  is  even  more  apparent  clinically 
than  pharmacokinetically.  And  far  more 
significant.  That’s  because  of  the  patient 
response  obtained  with  Valium.  A re- 
sponse which  brings  a calmer  frame  of 
mind.  A response  which  has  a pro- 
nounced effect  on  the  somatic  symp- 
toms of  anxiety,  particularly  muscular 
tension.  A response  which  helps  the  pa- 
tient feel  more  like  himself  again  be- 
cause of  the  way  Valium  reduces  the 
overwhelming  symptoms  of  anxiety  and 
psychic  tension. 

Another  important  aspect  of  the 
clinical  character  of  Valium  is  safety. 
Though  drowsiness,  ataxia  and  fatigue 
are  possible,  these  and  more  serious 
side  effects  are  rarely  a problem.  Of 
course,  as  with  all  CNS-acting  drugs, 
patients  taking  Valium  should  be  cau- 
tioned against  driving,  operating 
dangerous  machinery  or  the  simultane- 
ous ingestion  of  alcohol. 

Unquestionably,  many  psychother- 
apeutic agents,  including  other  benzo- 
diazepines, have  antianxiety  effects. 

But  one  fact  remains:  you  get  a certain 
kind  of  patient  response  with  Valium. 

It’s  a response  you  want.  A response 
you  know.  A response  you  trust  as  part 
of  your  overall  management  of  anxiety 
and  psychic  tension. 


Valium 

(diazepam)^ 

2-mg,  5-mg,  10  mg  scored  tablets 

a prudent  choice  in  psychic 
tension  and  anxiety 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional  fac- 
tors; psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute  agitation, 
tremor,  delirium  tremens  and  hallucinosis  due  to 
acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathol- 
ogy; spasticity  caused  by  upper  motor  neuron  dis- 
orders; athetosis;  stiff-man  syndrome;  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the 
drug.  Children  under  6 months  of  age.  Acute  narrow 
angle  glaucoma;  may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively 
in  convulsive  disorders,  possibility  of  increase  in  fre- 
quency and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity 
of  seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and  al- 
cohol) have  occurred  following  abrupt  discon- 
tinuance (convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful  surveil- 
lance because  of  their  predisposition  to  habituation 
and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  al- 
most always  be  avoided  because  of  in- 
creased risk  of  congenital  malformations 
as  suggested  in  several  studies.  Consider 
possibility  of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss  therapy 
if  they  intend  to  or  do  become  pregnant. 
Precautions:  If  combined  with  other  psycho- 
tropics or  anticonvulsants,  consider  carefully  phar- 
macology of  agents  employed;  drugs  such  as 
phenothlazines,  narcotics,  barbiturates,  MAO  in- 
hibitors and  other  antidepressants  may  potentiate  its 
action.  Usual  precautions  indicated  in  patients  se- 
verely depressed,  or  with  latent  depression,  or  with 
suicidal  tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated 
to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue,  de- 
pression, dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary  re- 
tention, blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations,  in- 
creased muscle  spasticity,  insomnia,  rage,  sleep  dis- 
turbances, stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and 
liver  function  tests  advisable  during  long-term 
therapy. 
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SOUTH  DAKOTA 


CLINICOPATHOLOGICAL  CONFERENCE 

From  the  Intern  and  Resident  Teaching  Conferences  at  the  Sioux  Valley  Hospital,  conducted  by 
the  Department  of  Pathology  of  the  Hospital  and  of  the  School  of  Medicine 
of  the  University  of  South  Dakota 


SEVENTY-FIVE  YEAR  OLD  CAUCASIAN  MALE  WITH 
JAUNDICE  AND  BACK  PAIN 


Kevin  K.  Wycoff,  M.D.* 

Discusser 


CASE  NO:  M702361 

This  75-year-old  Caucasian  male  entered  Sioux  Valley 
Hospital  because  of  a chief  complaint  of  jaundice  and 
back  pain  of  three  weeks  duration. 

This  patient  had  been  admitted  to  an  outside  hospital 
for  intermittent  interscapular  severe  pain  associated  with 
nausea,  vomiting,  diaphoresis  and  atrial  flutter.  The  patient 
was  placed  in  the  coronary  care  unit  and  given  0.25  mgs. 
of  digoxin  daily  and  28  mgs  of  coumadin.  During  hos- 
pitalization the  white  count  went  as  high  as  16,700/mm3 
with  88%  segmented  neutrophils.  8%  neutrophilic  bands 
and  4%  lymphocytes.  The  hemoglobin  was  14.4  gms/dl. 
After  admission  the  patient  became  clinically  jaundiced 
with  a total  bilirubin  rising  to  5.7  mgs/dl  with  the  direct 
bilirubin  of  4.4  mgs/dl.  A lactic  dehydrogenase  was  50 
units/dl  and  serum  aspartate  aminotransferase  (SGOT) 
146  units/dl  (both  elevated  above  normal  slightly).  An 
amylase  was  normal  on  one  occasion.  Prothrombin  time 
was  14.2  seconds  with  a control  of  14  seconds.  Because 
of  the  increasing  jaundice,  the  patient  was  transferred. 

The  patient  was  a known  diabetic  controlled  with  15 
units  of  NPH  insulin  daily.  The  patient's  past  medical 
history  included  a history  of  bowel  obstruction  at  age  29, 
fractured  nose  at  age  19,  and  scarlet  fever  at  age  15.  The 
patient  had  a cholecystectomy  in  1962  for  cholelithiasis. 
The  patient  was  also  known  to  have  had  rapid  irregular 
atrial  fibrillation  documented  by  electrocardiogram. 

PHYSICAL  EXAMINATION:  Temperature  98.6°F,  pulse 
120/min  and  regular,  blood  pressure  188  systolic  and  112 
diastolic,  height  5'7",  weight  134*/i  lbs.  The  patient  was  a 
jaundiced  anxious  male  in  moderate  discomfort  because  of 
back  pain.  Examination  of  the  head  and  neck  was  un- 
remarkable except  for  scleral  icterus.  The  heart  had  a 
regular  rhythm  and  no  murmurs.  The  lungs  were  clear  to 
auscultation  and  percussion.  The  liver  extended  4-5  cm. 
below  the  costal  margin  and  was  firm,  smooth  and  non 
tender.  The  liver  was  felt  to  be  enlarged.  There  were  no 
other  organs  or  masses,  spasm,  or  tenderness  noted. 


* Second  Year  Resident  in  Family  and  Community  Medi- 
cine, Sioux  Falls,  SD. 

**Pathologist,  Laboratory  of  Clinical  Medicine  and  Sioux 
Valley  Hospital;  Professor  of  Pathology,  School  of  Medi- 
cine, University  of  South  Dakota. 

Supported  in  part  by  Clinical  Cancer  Training  Grant  T12  CA  08032 
from  the  National  Cancer  Institute  of  the  National  Institute  of  Health 
U.S.  Public  Health  Service. 


John  F.  Barlow,  M.D.,  FCAP** 

Pathologist — Editor 


LABORATORY  DATA:  urinalysis — clear,  moderately 

amber,  specific  gravity  1.025,  pH  5.5,  protein  3 + , glucose 
3 + , ketone  bodies  1+,  bile  positive,  hemoglobin  small 
amount:  sediment  0-1  rbc/hpf.  Hemoglobin  15.5  gms/dl, 
red  count  5.11  million/mm3,  hematocrit  43  vols/dl,  mean 
corpuscular  hemoglobin  30  micromicrograms,  mean  cor- 
puscular volume  84  cubic  micra,  mean  corpuscular 
hemoglobin  concentration  36%,  total  leukocyte  count 
17,100/mm3  with  69%  segmented  neutrophils,  24% 
neutrophilic  bands,  and  7%  lymphocytes.  The  red  cells 
showed  slight  anisocytosis  and  were  normochromic.  The 
platelets  were  normal  in  number  and  morphology.  Lactic 
dehydrogenase  284  units/L  (normal  up  to  270  units/L), 
alkaline  phosphatase  599  units/L  (normal  up  to  115 
units/L),  aspartate  aminotransferase  (SGOT)  131  units/L 
(normal  up  to  60  units/L),  total  bilirubin  11.2  mgs/dl, 
blood  urea  nitrogen  31  mgs/dl,  creatinine  1.7  mgs/dl, 
glucose  206  mgs/dl.  Calcium,  total  protein,  inorganic 
phosphorus,  uric  acid,  cholesterol,  and  creatine  phos- 
phokinase  were  within  normal  limits.  The  chemistries  two 
days  later  showed  significant  rise  in  the  aspartate  amino- 
transferase to  253  units/dl  with  a total  bilirubin  of  14.8 
mgs/dl,  calcium  of  7.7  mgs/dl,  (normal  8.4-10.7  mgs/dl) 
and  total  protein  of  5.1  gms/dl  (normal  5.5-8.3  gms/dl). 
Blood  urea  nitrogen  was  72  mgs/dl  and  creatinine  3.7 
gms/dl.  Prothrombin  time  was  12.0  seconds  with  a 13.0 
second  control,  partial  thromboplastin  time  28  seconds  with 
a 28  second  control,  sodium  141  meq/L,  potassium  3.3 
meq/L,  urinary  and  serum  amylase  were  within  normal 
limits.  pH  7.39,  pC02  41  mm  Hg,  bicarbonate  25  meq/L, 
sodium  134  meq/L,  potassium  3.9  meq/L,  chloride  98 
meq/L,  p02  107  mmHg,  02  saturation  77%.  Bilirubin 
and  alkaline  phosphatase  values  remained  high,  but  fluc- 
tuated slightly.  Blood  sugar  fluctuated  between  300  and 
500  mgs/dl  on  insulin.  A fibrinogen  was  630  mgs/L 
(normal  200-400  mgs/L).  Urine  culture  grew  out 
escherichia  coli  over  100,000  colonies  resistant  to 
cephalothin  and  tetracycline  but  sensitive  to  ampicillin, 
carbenicillin,  chloramphenicol,  colistin,  gentamicin,  kana- 
mycin,  nalidixic  acid,  nitrofurantoin  and  sulfa.  A blood 
culture  also  grew  escherichia  coli  with  the  same  sensitivity 
patterns  and  biochemical  typing  as  the  organism  in  the 
urine  (5144552).  An  electrocardiogram  showed  atrial  flutter 
fibrillation.  A chest  film  was  unremarkable.  A supine 
abdominal  film  showed  probable  adynamic  ileus.  An 
operation  was  performed  on  the  second  hospital  day. 

DR.  WYCOFF:  In  addition  to  the  material  in  the 
protocol,  I have  a note  that  the  patient  was  afebrile 
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before  surgery  but  did  have  an  episode  of  severe 
hypotension  before  surgery  on  the  second  hospital 
day. 

When  I read  this  protocol,  I noted  several  signif- 
icant features.  The  patient  had  an  abnormal  heart 
rhythm  and  back  pain.  From  the  description  of  the 
pain,  I would  surmise  that  it  was  non-cardiac  in 
origin.  Certainly  with  the  prominent  clinical  and 
chemical  jaundice,  my  attention  was  drawn  to  the 
biliary  tract.  The  pancreas  being  in  this  general 
region  must  also  be  considered  as  a source  of  the 
patient’s  difficulty. 

The  patient  could  be  considered  in  a differential 
diagnosis  of  jaundice.  One  might  suspect  parenchy- 
mal liver  disease  such  as  hepatitis,  but  this  would  be 
unlikely  in  the  light  of  the  clinical  history  and 
symptomatology  with  pain.  Certainly  the  liver  func- 
tion tests  with  a relatively  low  transaminase  and 
very  high  alkaline  phosphatase  fit  more  a picture 
of  obstructive  jaundice  than  parenchyma  liver 
disease.  We  also  have  no  history  of  alcoholism  or 
ingestion  of  drugs  which  might  make  us  suspect  a 
primary  chronic  liver  abnormality. 

Therefore,  I narrowed  my  differential  diagnosis 
to  conditions  causing  obstructive  jaundice.  Some  of 
the  more  common  causes  of  common  duct  obstruc- 
tion include  carcinoma  of  the  head  of  the  pancreas, 
carcinoma  of  the  ampulla  of  Vater,  pancreatitis,  or 
common  duct  stones.  Metastatic  carcinoma  to  the 
porta  hepatis  causing  obstruction  of  the  common 
duct  or  primary  carcinoma  of  the  biliary  duct  sys- 
tem are  other  less  common  possibilities. 

Pancreatitis  certainly  must  be  considered  with  the 
history  of  back  pain,  but  I would  have  expected 
some  abdominal  pain  also.  Edema  accompanying 
pancreatitis  can  produce  obstruction  of  the  common 
duct  but  the  jaundice  is  usually  not  severe. 
Adynamic  ileus  can  occur  .in  acute  pancreatitis  and 
this  patient  did  demonstrate  that  finding.  The  high 
white  count  with  a shift  to  the  left  is  certainly  con- 
sistent with  pancreatitis  as  is  hyperglycemia;  but 
since  the  patient  was  diabetic,  the  latter  finding 
would  be  hard  to  evaluate.  A significant  point 
against  pancreatitis  is  the  lack  of  an  elevated  serum 
amylase  which  occurs  in  90%  of  the  cases.  Eleva- 
tion of  the  serum  amylase  is  not  completely  essential 
for  the  diagnosis  but  usually  occurs  within  eight 
hours  of  the  onset  of  pain.  Acute  hemorrhagic 
pancreatitis  may  not  have  an  elevated  amylase  and 
the  serum  amylase  may  have  declined  before  a level 
was  drawn.  In  addition  to  the  lack  of  significant 
elevation  of  amylase,  I do  not  think  the  patient’s 
course  was  particularly  characteristic  of  pancreatitis 
since  either  he  should  have  become  much  sicker  or 


began  to  improve  within  a few  days  of  the  onset 
of  his  symptoms.  There  are  cases  of  pancreatitis 
which  could  follow  this  course  but  I would  think 
it  would  be  unlikely  in  conjunction  with  a normal 
serum  amylase. 

Carcinoma  of  the  bile  duct  is  an  uncommon 
condition  and  is  often  misdiagnosed  as  a stricture. 
The  diagnosis  is  often  not  made  until  metastatic 
disease  makes  the  diagnosis  obvious.  Certainly  the 
obstructive  pattern  seen  in  the  liver  function  tests  in 
this  case  could  be  produced  by  a carcinoma  of  the 
bile  duct.  However,  I was  not  able  to  find  the 
picture  of  secondary  sepsis,  a finding  in  this  patient, 
in  cases  of  carcinoma  of  the  bile  duct.  I suppose, 
however,  that  ascending  cholangitis  could  be  asso- 
ciated with  a carcinoma  of  the  bile  duct.  An  inter- 
esting point  I noted  in  my  reading  was  the  associa- 
tion of  carcinoma  of  the  bile  duct  with  ulcerative 
colitis,  particularly  in  younger  patients  who  develop 
neoplastic  obstruction  of  the  bile  ducts.  I am 
skeptical  about  a diagnosis  of  carcinoma  of  the 
common  bile  duct  in  this  case  although  it  must  be 
considered. 

Carcinoma  of  the  pancreas  certainly  must  be 
considered  as  it  now  causes  up  to  1 in  20  deaths 
due  to  cancer.  It  is  more  common  at  present  than 
gastric  carcinoma  and  has  an  increased  incidence 
in  diabetics,  the  elderly,  and  in  males.  This  man 
qualified  on  all  three  counts.  The  chemical  pattern 
of  obstructive  jaundice  is  certainly  consistent  with 
carcinoma  of  the  pancreas  but  I would  have  ex- 
pected the  patient  to  have  more  abdominal  pain. 
Pruritus  and  weight  loss  are  more  frequent  accom- 
paniments of  carcinoma  of  the  pancreas.  The  serum 
amylase  is  only  elevated  in  10%  of  cases  of  this 
tumor  and  the  urine  amylase  in  only  30%.  In  half 
the  cases  of  carcinoma  of  the  pancreas,  the  gall- 
bladder is  palpable  but  this  patient  has  had  his 
gallbladder  previously  removed.  Ascending  cholangi- 
tis may  occur  in  carcinoma  of  the  pancreas  with 
common  duct  obstruction  although  not  commonly. 
I suspect  that  this  man  did  indeed  have  ascending 
cholangitis  with  suppuration  due  to  escherichia  coli. 

Carcinoma  of  the  ampulla  of  Vater  has  a very 
similar  presentation  to  carcinoma  of  the  head  of  the 
pancreas.  Ascending  cholangitis  is  more  frequent  in 
ampullary  neoplasm  and  there  is  often  less  ab- 
dominal pain  than  in  pancreatic  carcinoma.  How- 
ever, back  pain,  weight  loss,  and  pruritus  are 
frequently  associated  with  carcinoma  of  the  ampulla 
of  Vater  as  they  are  with  carcinoma  of  the  head 
of  the  pancreas.  Often  carcinoma  of  the  ampulla  of 
vater  may  produce  an  ulcerating  process  which 
produces  gastrointestinal  bleeding  which  can  lead 
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to  blood  in  the  stools  as  well  as  a secondary  iron 
deficiency  anemia.  The  obstruction  in  carcinoma  of 
the  ampulla  of  Vater  can  be  more  fluctuating  than 
carcinoma  of  the  pancreas  because  the  tumors  of  the 
ampulla  of  Vater  are  often  softer  and  produce  a 
less  severe  obstruction.  At  any  rate,  it  is  important 
to  always  entertain  the  diagnosis  of  carcinoma  of 
the  ampulla  of  Vater  because  the  lesion  is  resectable 
more  often  than  carcinoma  of  the  head  of  the 
pancreas. 

A major  possibility  in  this  case  is  a common 
duct  stone.  The  patient  had  a cholecystectomy  15 
years  previously  for  cholelithiasis.  Therefore,  we 
know  that  the  patient  is  a stone  former  but  it 
would  be  hard  to  believe  that  the  stone  had  been  in 
the  biliary  system  since  the  time  of  his  previous 
surgery.  It  is  not  clear  whether  stones  can  form 
after  the  gallbladder  has  been  removed  or  are 
present  at  the  time  of  cholecystectomy  and  sub- 
sequently enlarge.  Certainly  one  must  consider  the 
possibility  of  common  duct  stones  in  a patient  who 
had  had  a cholecystectomy.  In  routine  cholecystec- 
tomies the  incidence  of  unsuspected  common  duct 
stones  has  been  reported  with  variable  incidence 
from  10-25%.  The  incidence  of  these  common  duct 
stones  increases  with  age  and  our  patient  was  75. 
It  is  also  interesting  to  note  that  you  may  find 
stones  in  the  common  duct  with  or  without  stones 
present  in  the  gallbladder.  Even  after  common  duct 
exploration  residual  stones  can  be  seen  in  the  com- 
mon duct  with  an  incidence  as  high  as  10%. 

In  biliary  tract  obstruction  due  to  common  duct 
stone,  the  obstruction  is  usually  intermittent  giving 
a fluctuating  jaundice.  Some  patients  with  common 
duct  stones  may  have  no  jaundice  at  all  but  have 
symptoms  of  ascending  cholangitis  which  is  a fre- 
quent complication  of  biliary  calculi.  The  pain 
pattern  in  patients  with  common  duct  stones  is 
variable  and  20%  may  have  no  pain  at  all. 
Escherichia  coli  is  the  most  common  offending 
organism  of  the  ascending  cholangitis.  This  patient 
also  certainly  has  typical  chemistries  of  a biliary 
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obstruction.  However,  the  bilirubin  did  not  fluctuate 
as  much  as  I might  have  expected  in  a patient  with 
biliary  calculi.  It  should  be  noted  that  25%  of  pa- 
tients with  common  duct  stones  may  have  an 
elevated  amylase. 

Dr.  Wycoff’s  Diagnosis 

Choledocholithiasis  With  Ascending  Cholangitis 

CLINICAL  DIAGNOSIS 

CHOLEDOCHOLITHIASIS  WITH  ASCENDING 
CHOLANGITIS 

DR.  BARLOW:  Are  there  any  questions? 

*DR.  DAN  MORTON:  Was  a transhepatic  cho- 
langiogram  performed? 

**DR.  TOM  BURKHART:  No,  when  the  patient 
entered  his  bilirubin  was  a level  at  which  we 
thought  we  might  attempt  an  intravenous  cholangi- 
ogram  but  the  patient  became  acutely  ill  with  sepsis 
and  hypotension  before  we  had  a chance  to  perform 
this  procedure.  He  was  immediately  taken  to  surgery. 
***DR.  JOHN  MALM:  How  long  was  the  patient 
in  the  referring  hospital  before  transfer? 

DR.  BARLOW:  Five  days. 

tDR.  W.  O.  ROSSING:  Dr.  Wycoff,  you  seem 
certain  that  the  patient  had  obstructive  jaundice 
and  yet  there  was  no  elevation  of  the  prothrombin 
time  or  the  cholesterol.  How  do  you  explain  this? 
He  also  had  an  elevated  transaminase  and  we  don’t 
know  whether  he  really  had  a high  direct  bilirubin 
as  there  was  no  fractionation  in  some  of  the  tests. 
ttDR.  JAMES  POWELL:  The  patient  may  not 
have  had  obstruction  long  enough  to  cause  elevation 
of  the  cholesterol  or  prolongation  of  the  pro- 
thrombin time. 

DR.  ROSSING:  Yes,  I think  he  would  have  to  have 
had  obstruction  for  several  weeks  before  some  of 
the  other  abnormalities  occurred  such  as  prolonga- 
tion of  the  prothrombin  time  or  elevation  of  the 
cholesterol.  Also  the  ascending  cholangitis  could 
account  for  the  elevated  transaminase. 

DR.  BARLOW:  The  abdominal  exploration  was 
performed  by  tttDr.  Dorence  Ensberg.  The  com- 
mon bile  duct  was  dilated.  The  common  bile  duct 
was  aspirated  and  a sample  sent  for  anaerobic  and 
aerobic  cultures.  An  exploration  of  the  common 
duct  revealed  that  there  was  friable  material  similar 
to  soft  stones  or  mud  within  the  duct.  This  was 
removed  and  a T-tube  was  placed.  The  patient 
apparently  had  a fairly  normal  post  operative  course. 
Dr.  Burkhart,  would  you  like  to  make  some  com- 
ments in  this  case? 

DR.  TOM  BURKHART:  The  patient  came  in  to 
Sioux  Valley  Hospital  at  approximately  8:00  p.m. 
at  night.  He  was  obviously  jaundiced  at  the  time  of 
admission;  and,  interestingly  enough  he  gave  a his- 
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tory  of  having  a right  upper  quadrant  pain  quite  sim- 
ilar to  the  gallbladder  pain  he  had  experienced  many 
years  ago  prior  to  his  gallbladder  being  removed. 
He  also  had  had  some  mild,  vague  epigastric 
discomfort  and  complained  of  some  chest  pain  also. 
For  this  reason  he  was  transferred  to  the  coronary 
care  unit.  The  next  day  the  SGOT  was  noted  to  be 
elevated  and  it  was  felt  at  least  for  the  time  being 
that  a myocardial  infarction  should  be  ruled  out. 
The  bilirubin  at  that  point  in  time  was  approxi- 
mately 4 or  5 mgs/dl  and  it  was  felt  that  an 
intravenous  cholangiogram  might  visualize  the 
biliary  ducts.  That  night,  however,  the  patient  be- 
came quite  ill.  He  spiked  a temperature  and  became 
hypotensive.  It  was  our  feeling  that  this  was  hypo- 
tension secondary  to  gram  negative  sepsis.  He  was 
treated  with  intravenous  gentamicin,  high  doses  of 
cortisone,  furosemide,  cephalothin  and  noradrenalin 
and  dopamine  infusions.  By  the  afternoon  of  the 
third  hospital  day  he  had  once  again  become 
normotensive  off  all  blood  pressure  support  medica- 
tions. It  was  at  that  time  that  we  called  in  Dr. 
Dorence  Ensberg.  It  was  our  feeling  that  the  patient 
might  have  a common  duct  stone  with  a super- 
imposed cholangitis.  Dr.  Ensberg  decided  to  operate. 
At  the  time  of  surgery  the  appropriate  cultures 
were  done  on  the  biliary  tract.  A common  duct 
stone  or  at  least  common  duct  blockage,  as  pointed 
out  by  Dr.  Barlow,  was  found.  Interesting  enough, 
the  E coli  that  had  been  grown  out  of  the  blood 
cultures  was  also  grown  from  the  cultures  of  the 
biliary  tree. 

I think  this  case  is  illustrative  of  one  point. 
Generally,  there  are  four  situations  in  which  infec- 
tion does  not  respond  to  antibiotics. 

1.  Inadequate  dose  of  antibiotics. 

2.  Wrong  antibiotics  as  determined  by  sensitiv- 
ities. 

3.  Impaired  host  defense  such  as  a patient  with 
leukemia  or  under  chemotherapy. 

4.  A patient  in  which  there  is  infection  behind 
an  obstruction. 

I do  not  care  what  this  obstruction  might  be, 
whether  it  is  an  abdominal  abscess,  an  infected 
ureter  behind  a ureteral  stone,  or  cholangitis  behind 
a common  duct  stone,  one  is  not  going  to  clear  the 
infection  until  he  relieves  the  obstruction. 

I have  seen  two  cases  prior  to  this  during  my 
training  period,  both  of  these  patients  died  of  a 
common  duct  stone  with  septic  cholangitis.  The 
typical  story  is  similar  to  this  patient;  we  alleviated 
the  bacteriemia  with  cortisone  and  antibiotics  and 
the  patient  became  better.  The  natural  feeling  at  this 
time  is  that  he  might  benefit  from  a couple  more 


days  of  intravenous  antibiotics  in  preparation  for 
surgery.  About  the  time  the  patient  is  prepared  for 
surgery,  he  again  seeds  his  blood  stream,  becomes 
hypotensive,  and  may  die.  In  this  case  it  was  our 
feeling  that  we  should  be  quite  aggressive  and 
operate  early  to  avoid  the  preceding  scenario.  There 
are  some  questions  about  which  antibiotics  I used. 
I started  cephatothin  and  gentamicin.  I certainly 
would  not  have  had  any  objections  to  penicillin  and 
gentamicin.  I was  asked  if  I should  have  used 
clindamycin.  It  was  my  feeling  that  with  the  biliary 
tract  as  the  source  of  the  sepsis,  I did  not  think 
that  clindamycin  was  indicated.  If  I had  suspected 
that  there  was  an  abdominal  source  for  the  sepsis 
with  the  possibility  of  a leaking  bowel  as  the  culprit 
and  possible  infection  with  bacteroides  fragilis  then 
my  initial  treatment  with  antibiotics  would  have 
included  clindamycin.  I think  clindamycin  is  a 
dangerous  drug  with  the  well-known  complication 
of  pseudomembranous  entercolitis.  This  is  probably 
not  a major  contraindication  if  the  patient  is 
watched  carefully  and  asked  every  day  about  the 
number  of  bowel  movements.  Certainly,  clindamycin 
should  be  stopped  under  any  conditions  if  the 
patient  has  more  than  four  bowel  movements  per 
day. 
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The  annual  meeting  was  a real  success.  The  South  Dakota  State  Medical  Association  thanks  Dr.  Fred 
Leigh  for  his  outstanding  job  as  president  last  year. 

An  important  problem  considered  during  the  meeting  dealt  with  the  Health  Service  Act  (HSA)  which 
is  the  law  of  the  land.  This  act  is  consumer  oriented,  and  provides  for  an  agency  to  develop  a health  plan 
for  South  Dakota.  Physicians  who  are  providers  of  health  care  have  very  little  to  say  on  how  the  plan  is 
being  developed. 

The  Committee  members,  the  Councilors  and  the  members  of  the  House  of  Delegates  are  unable  to 
determine  exactly  what  this  new  plan  means  to  the  doctors  of  South  Dakota.  However,  the  House  of  Dele- 
gates voted  to  increase  the  State  dues  by  an  additional  $100  per  year  for  the  purpose  of  expanding  the 
executive  office  staff.  This  additional  staff  will  have  a full  time  job  responsibility  of  attending  all  HSA 
meetings,  reading  all  the  plans  formulated  and  preparing  a summarized  report  of  what  this  means  to  the 
physicians  in  South  Dakota. 

The  South  Dakota  State  Medical  Association  cannot  afford  to  lose  one  member  because  of  the  dues 
increase.  We  all  must  pay  our  fair  share  to  implement  a study  of  the  HSA  and  to  inform  our  members  of 
what  it  means  to  the  individual  physicians  in  South  Dakota. 


Fraternally, 

James  E.  Ryan,  M.  D.,  President 
South  Dakota  State  Medical  Association 
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Last  year,  the  Endowment 
Association  collected  $22,939.50  in 
donations,  memorials,  Alumni  Association 

contributions  and  the  Dean’s  Fund. 

/ 


A total  of  $28,164.66  was  loaned  to 
students  at  the  School  of  Medicine  in 
Vermillion. 


Our  goal  is  to  balance  the  contributions  with  the 
amount  loaned.  We  need  your  continued  interest  and 
participation  to  reach  this  goal  and  to  provide  as 
much  assistance  to  the  students  as  possible. 

Won't  you  help  us  to  help 
today's  medical  students? 

Contributions  can  be  sent  to: 
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Continuing  Medical  Education 
Requirement  for  SDSMA  Membership 


The  House  of  Delegates  of  the  SDSMA  voted 
at  the  1976  Annual  Meeting  to  institute  mandatory 
CME  for  membership  in  the  Association.  It  was 
necessary  for  physicians  to  begin  to  accumulate 
150  hours  of  CME  every  three  years  to  maintain 
Association  membership,  beginning  January  1,  1977. 
On  January  1,  1980,  such  hours  must  be  docu- 
mented at  the  executive  office  in  order  to  remain 
a member. 

Following  is  a description  of  the  various  cate- 
gories of  continuing  medical  education  which  may 
be  accumulated  to  meet  this  membership  require- 
ment. Also,  if  a physician  has  received  the  AMA 
Physician’s  Recognition  Award,  this  will  be  ac- 
cepted in  lieu  of  hour  for  hour  reporting  to  this 
office. 


Location:  City  & State 

Institution 

Accredited  Hours:  

Hours  Attended:  

Category  II — Non-Accredited  Sponsorship 

Name  of  Course:  

Location:  City  & State 

Institution 


Hours  Attended:  

Category  III — Medical  Teaching 

Hours 

Category  IV 

Books,  Papers,  Publications  and  Exhibits 
Hours 


Forms  for  your  use  in  reporting  CME  hours  to 
SDSMA  can  be  requested  from  the  executive  office, 
608  West  Avenue,  N.,  Sioux  Falls,  SD. 

IT  IS  THE  RESPONSIBILITY  OF  THE  INDI- 
VIDUAL PHYSICIAN  TO  NOTIFY  THE  SDSMA 
OFFICE  OF  CME  CREDIT  HOURS.  THIS  IS 
NOT  THE  RESPONSIBILITY  OF  THE  SPON- 
SORS OF  SUCH  ACCREDITED  PROGRAMS. 


Category  V 

Non-Supervised  Individual  CME  Activities 

Hours 

Category  VI — Other  Meritorious  Learning  Experiences 
Hours 

CONTINUING  MEDICAL  EDUCATION 
(C.M.E.)  CATEGORIES: 


It  is  hoped  that  all  physicians  will  cooperate  with 
this  program  of  continuing  medical  education.  The 
concept  is  gaining  wide-spread  acceptance  through- 
out the  country.  It  is  one  of  the  best  ways  to 
document  the  interest  and  determination  of  the 
medical  profession  to  keep  abreast  of  new  develop- 
ments and  techniques  in  the  field.  If  you  have  any 
questions  regarding  the  program,  please  feel  free 
to  contact  our  office. 


SDSMA 

CME  Report  Form 

TO:  SD  State  Medical  Association 

608  West  Avenue,  North 
Sioux  Falls,  SD  57104 


FROM: 


Name 

Address 


SUBJECT:  Continuing  Medical  Education 
Credit  Hours 

Category  I — Accredited  Sponsorship 
Name  of  Course:  


The  following  categories  of  C.M.E.  Activities  and 
their  credit  hour  limit  are  established  for  the 
Recognition  Award  of  Continuing  Medical  Educa- 
tion of  the  South  Dakota  State  Medical  Association: 


Category  1 : 

Category  2: 

Category  3: 
Category  4: 

Category  5: 

Category  6: 

Credit  in 
basis,  except 


C.M.E.  Activities  with 
Accredited  Sponsorship 
(60  hours  required) 

No  limit 

C.M.E.  Activities  with 
Nonaccredited  Sponsorship 

45  hours 

Medical  Teaching 

45  hours 

Papers,  Publications, 
Books  and  Exhibits 

40  hours 

Non-supervised  Individual 
C.M.E.  Activities 

45  hours 

Other  Meritorious 
Learning  Experiences 

45  hours 

all  categories  is  on  an  hour-for-hour 
in  Category  4. 
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Category  1:  C.M.E.  Activities  with  Accredited 
Sponsorship 

At  least  60  credit  hours  in  this  category  are 
required  for  the  Award.  The  total  150  credit  hours 
may  be  earned  here. 

Continuing  medical  education  activities  spon- 
sored by  an  accredited  organization  should  be 
claimed  in  this  category.  An  accredited  organization 
is  one  which  has  been  accredited  for  its  program 
of  continuing  medical  education  by  the  AMA  Coun- 
cil on  Medical  Education  or  by  the  Committee  on 
Continuing  Medical  Education  of  the  South  Dakota 
State  Medical  Association.  Credit  can  be  given  in 
Category  1 for  programs  co-sponsored  by  an  ac- 
credited organization  which  is  substantially  in- 
volved in  the  continuing  medical  education  activity 
and  accepts  responsibility  for  its  quality. 

Activities  that  may  be  creditable  in  this  category 
must  be  part  of  a planned  program.  A planned 
program  of  continuing  medical  education  is  one 
that  is  planned,  coordinated,  administered  and 
evaluated  in  terms  of  specific  educational  objectives 
for  a defined  group  of  physicians  or  an  individual 
physician.  Examples  of  the  kinds  of  activities  may 
include: 

Grand  Rounds,  Seminars;  Teaching  Rounds, 
Workshops;  Departmental  scientific  meetings,  Mini- 
residencies; Clinical  Traineeships,  Correspondence 
courses;  Continuing  Medical  Education  courses, 
Visiting  lecturer  programs;  Scientific  sessions  of 
medical  and  medical  specialty  societies  including 
local,  regional,  state,  national  or  international 
meetings. 

Audio-visual  programs  sponsored  by  an  ac- 
credited organization  may  be  credit  in  Category  1, 
provided  there  is  a local  instructor  who  conducts 
the  learning  experience  and  supplements  the  teach- 
ing in  terms  of  local  educational  objectives  and 
needs. 

Lists  of  continuing  medical  education  sponsors 
and  their  programs  are  published  in  “Continuing 
Education  Courses  for  Physicians”  of  the  Journal 
of  the  American  Medical  Association.  AMA  ap- 
proved intern,  residence  and  fellowship  training 
taken  during  the  three  year  qualifying  period  is 
creditable  toward  the  Recognition  Award  in  this 
Category. 

Study  for  a medically  related  degree,  such  as  a 
masters  degree  in  public  health,  should  also  be  in- 
cluded in  this  category.  Fifty  credit  hours  per  year 
are  given  for  full-time  study  or  training  in  these 
programs.  Credit  may  not  be  claimed  in  any  other 
category  during  the  year  in  which  the  training  pro- 
gram was  taken.  No  credit  should  be  claimed  for: 


1 . Non-approved  internships  or  residency  train- 
ing. 

2.  Intern,  residency  or  fellowship  training  out- 
side the  United  States,  except  as  a part  of  a 
formal  program  of  intern  and  residency  train- 
ing approved  by  the  AMA  or  the  Committee 
on  Continuing  Medical  Education  of  the 
South  Dakota  State  Medical  Association. 

Credits  for  fractional  parts  of  a year  or  part-time 
training  will  be  considered  on  an  individual  basis. 

All  Category  1 programs  in  South  Dakota,  which 
are  not  accredited  by  the  AMA  Council  on  Medical 
Education  or  are  not  listed  in  the  “Continuing 
Education  Courses  for  Physicians”  as  published  in 
the  Journal  of  the  American  Medical  Association 
require  certification  by  the  Committee  on  Continu- 
ing Medical  Education  of  the  SDSMA  at  least  one 
month  prior  to  the  beginning  of  the  course. 

Category  2:  C.M.E.  Activities  with  Non-Accred- 
ited  Sponsorship 

Credit  in  this  category  may  be  claimed  for  con- 
tinuing medical  education  activities  sponsored  by  a 
medical  organization  or  institution  that  is  not  ac- 
credited for  continuing  medical  education  by  the 
AMA  or  the  Committee  on  Continuing  Medical 
Education  of  the  SDSMA.  If  a continuing  medical 
education  activity  is  jointly  sponsored  and  one  of 
the  sponsors  is  accredited,  credit  for  the  activity 
may  be  claimed  in  Category  1,  if  the  involvement 
of  the  accredited  sponsor  in  planning,  producing 
and  evaluating  the  activity  is  substantial,  and  the 
accredited  sponsor  accepts  responsibility  for  the 
quality  of  the  program.  Scientific  meetings  and 
other  coordinated  activities  not  falling  within  the 
definition  of  Category  1 are  creditable  in  Category 
2. 

Category  3:  Medical  Teaching 

There  is  a limit  of  45  hours  of  credit  for  this 
category.  Credit  may  be  claimed  for  student- 
contract  teaching  of  medical  students,  physicians 
and  allied  health  professional  personnel.  Preceptor- 
ships  carry  three  credit  hours.  In  clinics  these  may 
be  split  between  the  participating  physicians,  but 
not  more  than  a total  of  three  hours  per  student 
can  be  allowed.  Meco-students  carry  no  credits. 

Category  4:  Papers,  Publications,  Books,  Presenta- 
tions and  Exhibits 

There  is  a limit  of  40  credit  hours  for  this 
category.  Ten  credit  hours  may  be  claimed  for  a 
paper,  publication,  or  for  each  chapter  of  a book 
that  is  authored.  A paper  must  be  published  in  a 
recognized  medical  journal.  A presentation  must  be 
made  or  an  exhibit  shown  to  a professional  audience 
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and  can  include  audiences  made  up  of  allied  health 
professionals.  Credit  may  be  claimed  only  the  first 
time  the  scientific  material  is  presented.  Credit 
should  be  claimed  as  of  the  date  the  material  was 
presented  or  published. 

Category  5:  Non-Supervised  Individual  Continuing 
Medical  Education  Activities 

There  is  a limit  of  45  credit  hours  for  this 
category.  Credit  may  be  claimed  in  this  category 
for  continuing  medical  education  activities  that  are 
not  or  cannot  be  supervised  or  documented.  Within 
this  category,  not  more  than  22  credit  hours  may 
be  claimed  in  any  one  of  the  five  sub-categories  A 
through  E.  The  physician’s  certification  of  the  kind 
and  amount  of  non-supervised  individual  continuing 
medical  education  activities  he  has  completed  will 
be  accepted.  The  five  sub-categories  are: 

A.  Self-Learning 

There  is  a limit  of  22  credit  hours  for  this 
sub-category.  Examples  of  self-learning  activ- 
ities include:  Individual,  non-supervised  use 
of  any  audio-visual  devices  such  as  audio- 
tapes,  videotapes,  films,  film  strips,  slides,  etc. 
Individual  participation  in  radio,  television  or 
telephone  networks,  without  local  supervision. 
Programmed  medical  education  materials,  in- 
cluding individual,  non-supervised  use  of 
teaching  machines  or  electronic  teaching  de- 
vices, such  as  a computer  or  machines  that 
use  the  answer  given  by  the  student  to  select 
the  content  of  subsequent  educational  ma- 
terial. Individual  reading  or  medical  publica- 
tions or  medical  reading  done  as  a participant 
in  a Journal  Club. 

B.  Consultation 

There  is  a limit  of  22  credit  hours  in  this 
sub-category.  The  education  a physician  re- 
ceives from  a consultant  is  creditable,  pro- 
viding there  is  an  organized  review  of  current 
medical  knowledge  relating  to  a particular 
case.  The  number  of  hours  of  participation, 
the  name  of  the  consultant  and  the  topic 
discussed  should  be  stated  on  the  application 
form.  No  more  than  two  hours  may  be 
claimed  per  consultation.  No  credit  should  be 
claimed  for  a consultation  lasting  less  than 
one  hour.  The  consultant  may  receive  credit 
in  Category  3:  Medical  Teaching. 

C.  Patient  Care  Review 

There  is  a limit  of  22  credit  hours  in  this 
sub-category.  Credit  may  be  claimed  in  this 
sub-category  for  the  educational  value  of 
participation  in  programs  concerned  with  the 
review  and  evaluation  of  patient  care.  This 


includes  such  activities  as  peer  review,  medi- 
cal audits,  consecutive  case  conferences  and 
chart  audits. 

D.  Self-Assessment 

There  is  a limit  of  22  credit  hours  in  this 
sub-category.  Credit  may  be  claimed  in  this 
sub-category  for  participation  in  self-assess- 
ment programs. 

E.  Specialty  Board  Preparation 

There  is  a limit  of  22  credit  hours  in  this 
sub-category.  Credit  may  be  claimed  in  this 
sub-category  for  non-supervised  individual 
continuing  medical  education  activities  carried 
out  in  preparation  for  a specialty  board  ex- 
amination. No  additional  credit  is  given  for 
passing  the  examination. 

Category  6:  Other  Meritorious  Learning  Experi- 
ences 

There  is  a limit  of  45  credit  hours  in  this  cate- 
gory. Category  6 includes  any  meritorious  continuing 
medical  education  experiences  that  cannot  be  easily 
included  in  Categories  1 through  5.  Sufficient  in- 
formation about  what  was  done,  when  it  was  done, 
how  it  was  done,  how  it  was  evaluated  and  who 
supervised  it  should  be  included  in  a letter  at- 
tached to  the  application  form  so  that  a decision 
can  be  made  concerning  the  educational  value  and 
the  number  of  credit  hours  that  may  be  given  for 
the  activity.  If  possible,  a medical  educator  should 
be  involved  in  the  planning,  administration  and 
evaluation  of  the  activity.  The  term  “medical  edu- 
cator” means  a physician  who  is  a director  of 
medical  education  in  a hospital,  a medical  school 
instructor,  or  an  official  of  a medical  society  or 
medical  specialty  society  or  voluntary  health  agency 
who  has  the  responsibility  for  continuing  medical 
education  in  that  organization. 

No  credit  for  the  Recognition  Award  can  be 
given  for  service  on  councils  or  committees  of  medi- 
cal societies,  medical  specialty  societies  or  other 
medical  organizations  or  institutions  that  do  not  have 
a significant  continuing  medical  education  value. 
For  example,  credit  should  not  be  claimed  for 
service  as  president  of  a medical  society. 

If  no  other  category  applies,  credit  may  be 
claimed  in  Category  6 by  eligible  applicants  for 
participation  in  continuing  medical  education  activ- 
ities outside  the  United  States. 

Credit  may  be  claimed  in  Category  6 for  the 
educational  value  of  medical  research  carried  out 
during  the  qualifying  period  as  a planned  program 
of  continuing  medical  education.  Publications  re- 
sulting from  full-time  research  should  be  claimed  in 
Category  4.  Sufficient  information  about  what  re- 
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search  was  done,  when  it  was  done,  how  it  was 
done,  how  it  was  evaluated  and  who  supervised  it 
should  be  included  so  a decision  can  be  made  con- 
cerning the  educational  value  and  the  number  of 
credit  hours  that  may  be  given  for  the  activity. 

RECIPROCITY 

If  a physician  has  obtained  the  AMA  Physicians 
Recognition  Award,  the  Award  of  the  American 
Academy  of  Family  Physicians  or  any  State  Society 
or  Medical  Specialty  Award  for  continuing  medical 
education,  which  substantially  has  the  same  require- 
ments as  the  Recognition  Award  of  the  South 
Dakota  State  Medical  Association  (at  present — 
July  1972:  Arizona,  California,  Oregon  and 

Pennsylvania)  is  entitled  to  the  Recognition  Award 
of  the  South  Dakota  State  Medical  Association  for 
the  same  period  by  reciprocity,  provided  he  is 
eligible  for  the  Recognition  Award  of  the  South 
Dakota  State  Medical  Association.  Since  these  re- 
quirements in  other  States  may  change,  the  final 
decision  rests  with  the  Committee  of  Continuing 
Medical  Education. 


RADIOLOGIST  WANTED 

Head  Radiology  Department  in  95-bed 
acute  care  hospital.  Progressive,  rural 
community  in  western  Nebraska,  200 
miles  from  Denver,  Colorado,  skiing, 
etc.  Position  open  July  1. 

Contact: 

Administrator 
Saint  Mary  Hospital 
Box  591 
Scottsbluff,  NE 
(308)  632-8000 


You  need  us 
for  the  same  reasons 
your  patients 
need  you. 


You're  sought  out  for  your  skills,  your  experience, 
your  expertness  in  your  field,  because  you're  a 
professional.  So  when  your  family's  financial  future 
is  at  stake,  and  you  need  help  in  planning  that 
future  . . . doesn’t  it  make  sense  to  seek  out  the  same 
degree  of  professionalism?  Of  course  it  does. 

Together  we  can  review  the  many  options  you  might 
exercise  in  your  estate  and  tax  planning.  Options 
like:  trusts  under  will,  living  trusts,  short-term  trusts, 
or  life  insurance  trusts.  We  can  create  a solid, 
sound  estate  plan  that  exactly  custom-fits  your 
needs.  Both  present  and  future. 

Just  call  your  attorney  to  get  things  started. 


#FirstSiouxRalls 

Growing  with  you  ...  all  the  way 


MAIN  OFFICE  • EXPRESS  BANK  . WESTERN  MALL  BRANCH 
INDUSTRIAL  BRANCH  . EMPIRE  BRANCH 

The  First  National  Bank  in  Sioux  Falls  Member  F.D.I.C. 
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COM  KEY:THE  BUSINESS  COMMUNICATION 
SYSTEM  THAT'S  TAILORED  TO  WORK  THE  WAY 
YOUR  BUSINESS  WORKS. 

Com  Key  from  Northwestern 
Bell  is  a modular  combination  of  telephone  and 
intercom  services  that  can  provide  unique 
communication  flexibility  in  handling  your 
business. 

Here  Eire  some  of  Com  Key’s 
more  popular  standard  features:  Make 
conference  calls  at  the  touch  of  a button  with  any 
number  of  people  on  the  line.  Broadcast  an 
intercom  message  only  to  those  people  you  choose 
without  them  having  to  lift  the  receiver. 

Distinctive  Tone  Ringing  alerts  you  to  “outside’'  or  “inter-office”  calls.  Special 
Privacy  Feature  prevents  inadvertent  breaking  in  on  calls. 

Here  are  some  of  Com  Key’s  optional  features:  Music  on  Hold 
assures  customers  their  call  has  not  been  disconnected.  Message  Waiting  button  lights 
up  to  signal  a busy  or  unattended  phone  that  a message  is  waiting.  And  in  case 
of  a power  failure,  incoming  calls  can  still  be  received  by  means  of  supplementary  power. 

Talk  to  a Northwestern  Bell  “problem  solver”  about  Com  Key’s 
low  cost  and  high  efficiency.  Your  Northwestern  Bell  Account  Representative 
will  analyze  your  business  communication  needs  and  help  you  select  the  right 
Com  Key  system  to  increase  your  business  phoning  efficiency.  There’s  a whole  family 
of  Com  Key  communications  systems  designed  to 
meet  the  needs  of  many  different  types 
and  sizes  of  businesses.  Phone 
your  Account  Rep  or  mail 
us  the  coupon  below  to 
find  out  fast  how 
Com  Key  can  be  put 
to  work  the  way  your  WM-Uld1' 
business  works. 


I m interested  in  updating  my  communications 
system  with  Com  Key.  LJ  Call  me  and  well 
arrange  a meeting.  lJ  Send  me  a Com  Key 


brochur 

Name 

Business- 

Title 

Address- 
City 


-State- 


Telephone  Number 

Northwestern  Bell,  South  1 9th  Street,  Suite  702, 
Capitol  Plaza,  Omaha,  Nebraska  68102 


Northwestern  Bell 
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LABORATORY  AIDS 


Sponsored  by  the  South  Dakota  Society  of  Pathologists 


SEROLOGIC  TESTS  FOR  FUNGAL  DISEASES 

While  the  skin  test  (PPD)  test  for  the  detection  of  patients  who  have  occult  or  clinically  active  tuberculosis 
employing  the  mantoux  intradermal  test  is  highly  reliable  and  useful  when  the  intermediate  strength  is  used, 
the  same  cannot  be  said  for  skin  tests  for  fungal  disease.  In  progressive  or  disseminated  histoplasmosis  or 
coccidioidomycosis,  the  skin  test  may  be  negative.  What  is  more,  in  histoplasmosis  skin  tests  can  cause  a 
false  rise  in  some  of  the  serologic  titers.  In  general,  skin  tests  for  such  diseases  as  histoplasmosis  and 
coccidioidomycosis  are  not  reliable  and  fungal  serologies  should  be  used.  In  diseases  like  North  American 
Blastomycosis,  Cryptococcosis,  Aspergillosis  and  Candidiasis  skin  tests  for  diagnosis  have  little  if  any  place 
in  diagnosis.  As  can  be  seen  from  the  attached  chart,  there  are  useful  tests  in  mycotic  disease.  The  com- 
plement fixation  test  for  coccidioidomycosis  and  histoplasmosis  is  particularly  useful.  Good  serologic  tests 
for  North  American  blastomycosis  are  yet  to  be  developed. 


Mycotic  Infection 

Immunodiffusion 

Agglutination 

Complement  Fixation 

Aspergillosis  (not  very  good 
test  in  immunosuppressed 
patients) 

+ in  90%  of  patients  with 
fungus  balls  in  50%  of  pa- 
tients with  allergic  broncho- 
pulmonary aspergillosis 

Difficult  to  perform,  ques- 
tionable use 

Cryptococcosis 

Test  is  for  polysaccharide 
antigen — 85%  of  patients 
with  meningitis  and  30% 
with  pulmonary  lesions  have 
+ test. 

Histoplasmosis 

(yeast  antigen  better  than 

histoplasmin) 

H and  M bands,  latter  more 
helpful — should  be  con- 

firmed by  comp.  fix. 

Presumptive  should  be  con- 
firmed by  comp.  fix. 

Preferred,  + in  75-80%  of 
active  cases.  Recent  skin  test 
will  elevate  titer  in  17-20% 

North  American  Blastomy- 
cosis 

Probably  useful 

Not  used  often 

Questionable  value,  cross  re- 
action with  histoplasmosis 

Coccidioidomycosis 
(coccidioidin  antigen) 

Should  be  confirmed  with 
comp.  fix. 

Doubtful  value 

Preferred  test 

John  F.  Barlow,  M.D. 
Pathologist 


Reference:  Fungal  serology  tests,  Glenn  D.  Roberts,  PhD,  Council  on  Microbiology,  A.S.C.P.,  1976 


Give  your  pain  to  STIMTECH. 

THE  EPC  MINI™  MAY  BE  THE  ANSWER  IF  YOUR  DIFFICULT  PAIN 
PATIENT  FAILS  TO  RESPOND  TO  MEDICATION 

Extensive  research  and  clinical  testing*  has  proven  Cutaneous 
Afferent  Stimulation  significantly  effective  in  its  intended  target 
population  as  a non-invasive/ non-narcotic  treatment  of  acute, 
chronic  and  post-operative  pain. 

The  EPC  MINI,  one  of  the  family  of  STIMTECH  neurostimulators, 
is  lightweight,  compact  and  comfortable  to  wear.  The  convenient 
clip  attaches  the  unit  to  belt  or  pocket. 

All  EPC  Stimulators  feature  three  adjustable  control  settings. 
This  includes  the  innovative  feature  PULSE  WIDTH. 

Kreiser’s  Surgical,  Inc. 

1220  S.  Minn.  Ave. 


sTimfW 


Caution:  Federal  law  (U  S A.)  restricts  this  device  'Additional  information  & documentation 

to  sale  by  or  on  the  order  of  a physician  available  upon  request 


Sioux  Falls,  SD  57105 
Rapid  City,  SD 
Sioux  City,  IA 


Mpls.,  Minn. 
©2-76  300083 
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SOUTH  DAKOTA 
CHAPTER 
NEWS 

SOUTH  DAKOTA  ACADEMY  OF  FAMILY  PHYSICIANS 
3001  South  Holly  Avenue 
Sioux  Falls,  SD  57105 


1978  ABFP  Exam 

Please  be  advised  that  the  1978  examination  will 
be  given  August  26-27,  1978.  Many  physicians  will 
be  utilizing  courses  to  fulfill  requirements  to  sit 
for  the  examination.  We  are  requiring  that  docu- 
mentation of  CME  be  in  this  office  by  APRIL  1, 
1978. 

Since  the  certification  examination  for  1978  will 
be  given  in  August,  all  deadlines  have  been  moved 
ahead  correspondingly.  Application  deadline  date 
will  be  April  1st.  Unless  other  arrangements  are 
specifically  made,  all  documentation  of  continuing 
education  will  be  due  at  the  April  1 application 
deadline  date. 

Beginning  in  1979,  the  examinations  will  be  given 
annually  in  July. 

For  information  and  application  forms,  write: 
N.  J.  Pisacano,  M.D. 

ABFP  Executive  Secretary 

University  of  Kentucky  Medical  Center 

Lexington,  Kentucky  40506 

Telephone  (606)  225-2237,  (606)  233-4427 

Oh!  Oh! 

In  the  recent  article  regarding  new  SDAFP 
Diplomates  of  the  ABFP,  the  name  of  Lonnie 
Waltner,  M.  D.  of  Bridgewater  was  inadvertently 
omitted.  Fie  too  is  a new  Diplomate.  Congratula- 
tions, Lonnie! 

Black  Hills  Summer  Seminar 

Have  you  registered  for  our  annual  business  and 
scientific  meeting  as  yet?  If  not,  please  do  so  and 
plan  to  attend.  You  will  enjoy  the  meeting  and 
activities. 

AAFP  Legislative  Conference 

R.  W.  Friess,  M.  D.,  President,  SDAFP,  rep- 
resented our  chapter  at  the  recent  legislative  meet- 
ing of  state  legislative  chairmen  in  Kansas  City, 
sponsored  by  the  Socioeconomics  Division  of  AAFP. 


Family  Practice  Club 

125  physicians,  students  and  others  attended  the 
Dermatology  Seminar  in  Sioux  Falls,  May  13,  held 
as  a part  of  the  charter  graduation  activities,  USD 
School  of  Medicine.  A “kegger  and  deer  sausage” 
hour  concluded  activities  for  this  informative  event. 


SDAFP  Board  members  and  spouses,  attending  the  recent 
State  Officers  Conference  in  Kansas  City,  gave  a rendition 
of  'Dakota  Land',  a song  well  known  to  many,  at  the 
Saturday  evening  banquet. 

Continuing  Medical  Education 

You  have  received  a mailing  regarding  the  1977- 
78  Core  Content  Review.  Sign  up  now  if  you  have 
not  done  so  to  date. 

sjs  * ❖ 

L.  H.  Amundson,  M.  D.,  a member  of  the  AAFP 
Committee  on  CME,  attended  a meeting  of  this 
committee  in  Washington,  D.C.  June  1 1-12. 

Plan  Now  To  Attend 
the 

AAFP’s  Annual  Scientific  Assembly 
October  10-13,  1977 
Las  Vegas,  Nevada 

Years  @© 
of  Caring 
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On  May  16th  of  1977  Blue  Shield  moved  to 

new  leased  space  at 

1601  West  Madison. 

PLEASE  CHANGE  OUR 
ADDRESS  IN  YOUR  FILES. 


Our  telephone  number  will  remain 

336-1976. 
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This  Is  Your 

Medical  Association 


Robert  J.  Foley,  M.D.,  Tyndall, 
was  honored  at  an  open  house 
for  his  25  years  of  service  to  the 
community. 

* * * ♦ 

Helen  Jane  Hare,  M.D.,  Rapid 
City,  received  special  recognition 
as  a longtime  supporter  of  the 
USD  School  of  Medicine  at  a 
recent  dinner  held  in  Rapid  City. 
C.  B.  McVay,  M.D.,  Yankton, 
was  honored  for  his  contributions 
to  medical  education  in  the  state, 
and  F.  R.  Williams,  M.D.,  Rapid 
City  received  the  South  Dakota 
Medical  School  Endowment  As- 
sociation’s Distinguished  Service 
Award.  Other  USD  School  of 
Medicine  faculty  from  Rapid  City 
who  were  honored  include  C.  E. 
Tesar,  M.D.,  Patrick  McGuigan, 
M.D.;  Douglas  Cameron,  M.D.; 
Lyle  Freimark,  M.D.;  Harold 
Fromm,  M.D.;  Charles  Gwinn, 
M.D.;  Russell  Harris,  M.D.; 
William  J.  Matson,  M.D.;  Arthur 
Barrett,  M.D.;  James  D.  Fett, 
M.D.;  David  W.  Boyer,  M.D.; 
C.  F.  J.  Blunck,  M.D.;  Gary  L. 
Carlson,  M.D.;  Bruce  Allen, 
M.D.;  George  Arnold,  M.D.; 
Reuben  Bareis,  M.D.;  Robert 
Bloemendaal,  M.D.;  Paul  Dzin- 
tars,  M.D.;  John  Elston,  M.D.; 
Robert  Ferrell,  M.D.;  Richard 
Finley,  M.D.;  Harold  Frost, 
M.D.;  Stephen  Haas,  M.D.;  Gerti 
Janss,  M.D.;  Donald  Kelly, 
M.D.;  Wenzel  Kovarik,  M.D.; 
Charles  Loos,  M.D.;  Raymond 
Strand,  M.D.;  William  Tschetter, 
M.D.;  Nathaniel  Whitney,  M.D.; 
Samuel  Mortimer,  M.D.;  and 
Raymond  Boyce,  M.D. 


Members  of  the  District  IV 
South  Dakota  Nurses  Associa- 
tion heard  a presentation  by 
Stanley  Graven,  M.D.,  Sioux 
Falls,  on  “Determining  High 
Risk.” 

■%. 

Barbara  Spears,  M.D.,  Pierre, 
Earl  Kemp,  M.D.,  Stephen  Noll, 
M.D.,  James  O’Connell  III, 
M.D.,  and  Lawrence  W.  Finney, 
M.D.,  Sioux  Falls,  have  been 
named  diplomates  of  the  Ameri- 
can Board  of  Family  Practice. 

% % 

Robert  E.  Van  Demark,  M.D., 

Sioux  Falls,  attended  the  Winter 
Workshop  of  the  American  Col- 
lege of  Emergency  Physicians  of 
which  he  is  a member. 

if:  :}:  ^ :jc 


The  South  Dakota  Medical 
School  Endowment  Board  of 
Directors  gratefully  acknowl- 
edges memorials  received  in 
memory  of  the  following 
physicians: 

Matthew  Langenfeld,  M.D . 

H.  Russell  Brown,  M.D. 


Joseph  P.  McDonald,  M.  D., 

Rapid  City,  and  William  W. 
Quick,  M.  D.,  Yankton,  were 
elected  Fellows  of  the  American 
College  of  Physicians  at  a recent 
meeting  held  in  Dallas,  Texas. 

* * ^ ^ 

Nathaniel  Whitney,  M.D,,  Rapid 
City,  presented  a lecture  on  birds 
of  South  Dakota  at  the  annual 
Will  E.  Donahoe  Memorial  Lec- 
ture in  Sioux  Falls. 

:>c  :Jc 


Paul  V.  McCarthy,  M.  D.,  77, 

Aberdeen,  died  at  his  home  on 
April  29.  He  was  born  in 
Lanesboro,  Minnesota,  and 
moved  to  Aberdeen  as  a small 
child.  He  received  his  M.D. 
degree  from  Washington  Uni- 
versity in  St.  Louis,  Missouri, 
and  then  returned  to  Aber- 
deen serving  as  the  health  of- 
ficer at  Northern  State  College 
until  beginning  his  private 
practice  in  radiology.  He  later 
joined  in  partnership  with  Dr. 
Paul  Leon  until  his  retirement 
in  1972.  Dr.  McCarthy  was  a 
member  of  the  Aberdeen  Dis- 
trict, State  and  American 
Medical  Associations  and  the 
American  Association  of  Ra- 
diologists. He  is  survived  by 
his  widow;  one  son,  Thomas 
McCarthy,  M.  D.,  Redwood 
City,  California;  one  brother, 
one  sister  and  two  grandchil- 
dren. 


(continued) 
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Speakers  for  the  South  Dakota 
Licensed  Practical  Nurse  con- 
vention held  in  Huron  included 
H.  L.  Saylor,  M.  D.  who  spoke 
on  cancer  and  David  Buchanan, 
M.  D.  who  spoke  on  sex  and  the 
invalid  patient. 

H=  * H=  * 

New  officers  for  the  Northwest 
District  Medical  Society  are  Jef- 
frey Peterson,  M.  D.,  president 
and  L.  M.  Linde,  M.  D.,  secre- 
tary-treasurer. 

He  ^ He 

J.  Janavs,  M.  D.  was  elected 

president  of  the  Whetstone  Val- 
ley District  Medical  Society  and 
Ben  Buentipo,  M.  D.  was  elected 
secretary-treasurer. 

He  5}c  He  4s 


Participants  in  the  South  Dakota 
Nurses  Association  of  the  Ameri- 
can College  of  Obstetricians  and 
Gynecologists  workshop  in  Sioux 
Falls  included  Milton  Mutch, 
M.D.,  Sioux  Falls,  who  spoke  on, 
“Who,  What,  Where,  When,”  a 
discussion  of  the  uses  of  ultra- 
sound, amniocentesis  and  oxy- 
tocin challenge  testing;  David 
Munson,  M.D.,  Sioux  Falls, 
“Child  Abuse — Does  It  Start  in 
the  Nursery?”  and  Loren  Peter- 
sen, M.D.,  Yankton,  “High  Risk 
Screening  Through  Perinatal 
Records.” 

He  He  He  He 

Charles  Pelton,  M.  D.  has  moved 
his  practice  from  Gettysburg  to 
Aberdeen,  SD. 

He  He  H1  He 


The  Veterans  Administration 
Center  in  Sioux  Falls  has  an- 
nounced the  retirement  of  Janies 
H.  Chalmers,  M.D.,  as  chief  of 
staff.  Dr.  Chalmers  joined  the 
V.A.  Center  in  1949  as  ward 
physician  and  is  retiring  after  3 1 
years  of  federal  service. 

He  He  He  He 

Richard  A.  Jaqua,  M.D.,  Sioux 
Falls,  Associate  Professor  and 
Acting  Chairman  of  the  Depart- 
ment of  Laboratory  Medicine  at 
USD,  was  named  outstanding 
professor  by  the  sophomore  stu- 
dents of  the  USD  School  of 
Medicine  at  the  annual  Fresh- 
man-Sophomore Banquet  in 
Yankton. 

He  He  He  He 


CALL  FOR  ABSTRACTS 
FOR  1978  SDSMA  ANNUAL  MEETING 

The  Commission  on  Scientific  Medicine  of  the 
South  Dakota  State  Medical  Association  will 
accept  abstracts  for  consideration  of  scientific 
presentations  to  be  made  at  the  1978  Annual 
Meeting  of  the  SDSMA  to  be  held  June  8,  9,  10, 
11,  1978,  in  Sioux  Falls,  South  Dakota. 

The  deadline  for  submitting  abstracts  is  Septem- 
ber 1,  1977.  Abstracts  should  be  typed,  double 
spaced  and  sent  to: 

Att:  Commission  on  Scientific  Medicine 
South  Dakota  State  Medical  Association 
608  West  Avenue,  North 
Sioux  Falls,  SD  57104 


BE  THE  DOCTOR 
YOU  WANT  TO  BE. 


Today,  Navy  Medicine  gives  you  the  opportunity  to  be  the 
doctor  you  want  to  be.  We  offer  a challenging  practice  with 
a minimum  of  administrative  overhead.  Plus  excellent  facil- 
ities and  support  personnel. 

In  addition,  a Navy  practice  gives  you  time  to  spend  with 
your  family.  Associate  with  other  highly  motivated  phy- 
sicians. Further  vour  schooling.  Even  enjoy  30  days'  paid 
vacation  every  year. 

All  this,  plus  a starting  salary  of  $30,000  or  more  a year, 
depending  on  your  experience. 

For  more  information,  contact: 

Jack  Knoblock,  Medical  Programs 
6910  Pacific  St,  Suite  400 
Omaha,  Ne  68106 
(402)  221-9386 
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Problem  Solving  in  Diagnostics  and 
Therapeutics  of  Neurology 


A Series  of  24  Lectures 


Lecture  #20 

LREATMENT  OF  CONFUSION 


by 

George  C.  Flora,  M.D.* 


Confusion,  generally  recognized  as  an  acute 
disorder  characterized  by  disorientation,  misidenti- 
fication,  and  misinterpretation,  associated  with 
retained  consciousness,  is  pathognomonic  of  a toxic 
encephalopathy.  The  physicians,  when  confronted 
with  the  confused  patient  must  remember  that  it 
usually  develops  in  patients  who  are  under  their 
care  for  other  disorders  and  receiving  medications. 
Most  diagnostic  problems  of  confusion  occur  in  the 
hospitalized  patient,  and  the  answer  to  the  problem 
is  to  be  found  on  the  order  sheet  of  the  day  before 
the  confusion  was  noted.  That  order  sheet  will  often 
include  seemingly  innocuous  agents  such  as  a com- 
monly prescribed  hypnotic,  tranquilizer,  antihis- 
tamine, sedative,  hypotensive  agent,  muscle  relaxant, 
or  an  analgesic,  one  of  which  is  the  likely  explana- 
tion for  the  confusional  state  of  the  patient.  The 
older  the  patient  is,  the  more  likely  will  this  be  true. 
Often,  he  has  poor  tolerance  of  seemingly  safe 
medications. 

Less  often,  the  patient  develops  confusion  while 
at  home,  but  often  this  patient  has  been  seen  re- 
cently in  the  office  for  a complaint  which  was 
medicated.  The  most  frequent  medication  offenders 
are  hypotensive  agents,  the  “happy  pills”  (anti- 
depressants, minor  and  major  tranquilizers  or  seda- 
tive-hypnotics) and  much  less  commonly,  the  older 
offenders,  such  as  antiparkinsonian  and  anticon- 
vulsant type  medications. 


’Professor  and  Chief  of  Neurology,  USD  School  of  Medi- 
cine, V.A.  Center,  Sioux  Falls,  SD  57105. 


The  primary  treatment  of  confusion  is  removal 
of  the  toxin  which  is  producing  it!! 

Medications  can  readily  be  discontinued  and  for 
that  group,  the  treatment  of  confusion  is  simple. 

A second  group  of  “confused  patients”  will  be 
more  difficult  for  the  clinician.  It  occurs  at  a younger 
age,  in  patients  who  are  neither  hospitalized  nor 
under  that  clinician’s  care  and  for  whom  he  has  not 
prescribed  medications.  Again,  on  the  hypothesis 
that  confusion  is  usually  a toxic  encephalopathy, 
the  treatment  becomes  less  perplexing.  Persistent 
detective  work  will  often  reveal  the  incriminated 
agent.  With  conviction  as  to  the  etiology  and 
persistence  in  its  detection,  the  clinician  will  find  the 
explanation  of  confusion  1 ) the  cessation  of  drink- 
ing (withdrawal),  2)  “pills”  (minor  tranquilizers, 
sedatives,  and  hypnotics),  or  3)  “street  drugs” 
(marijuana,  “hash,”  “over-the-counter”). 

A third  point  to  be  made  in  the  treatment  of 
confusion  is  that  it  is  transient  if  it  be  from  toxins. 
The  awareness,  that  as  long  as  the  clinical  picture 
remains  solely  confusion,  the  problem  will  be  “short- 
lived” or  transiently  recurring  because  the  agents 
are  excreted  rapidly. 

When  that  confusional  state  progresses  to 
delirium,  semicoma,  coma,  or  persisting  organic 
psychosis,  then  the  treatment  is  no  longer  so  simple, 
and  must  then  be  directed  toward  care  of  more 
severe  forms  of  the  diffuse  encephalopathies. 

When  confusional  state  is  associated  with  find- 
ings of  focal  deficit,  then  treatment  is  that  of  the 
focal  lesion,  be  it  “stroke,”  tumor  or  trauma. 
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COUNCIL  MEETING  MINUTES 


1:30  P.M. 

Friday,  Saturday, 

April  22,  23,  1977 

The  meeting  was  called  to  order  by  Chairman,  C.  L. 
Swanson.  Those  present  for  roll  call  were  Doctors  Fred 
Leigh,  James  Ryan,  Russell  Harris,  Joseph  Hamm,  C.  L. 
Swanson,  Winston  Odland,  G.  E.  Tracy,  B.  C.  Gerber, 
James  Larson  seated  as  alternate  councilor  for  the  Water- 
town  District,  Bruce  Lushbough,  David  Buchanan,  P.  K. 
Aspaas,  W.  O.  Rossing,  Durward  Lang,  Duane  Reaney, 
W.  E.  Jones,  A.  J.  Barrett,  Roger  Millea,  R.  L.  Stiehl, 
Eldon  Bell,  and  alternate  councilor  A.  A.  Lampert,  Jr., 
and  Commission  Chairmen,  John  Barlow  and  Howard 
Saylor.  Guests  attending  included  Dr.  Robert  Chloupek 
and  Dr.  Robert  Quinn. 

Dr.  Buchanan  moved  to  accept  the  minutes  of  the 
previous  meeting  as  published.  The  motion  was  seconded 
by  Dr.  Leigh  and  carried. 

Dr.  Tracy  moved  that  the  Council  seat  Dr.  John  Barlow 
as  the  fourth  councilor  from  the  Seventh  District  Medical 
Society.  The  motion  was  seconded  by  Dr.  Ryan  and 
carried. 

Dr.  James  Larson  reviewed  the  report  of  the  Commis- 
sion on  Scientific  Medicine  for  the  Council. 

MINUTES  OF  THE  MEETING  OF  THE 
COMMISSION  ON  SCIENTIFIC  MEDICINE 
9:30  A.M.  Ramada  Inn 

Saturday,  March  26,  1977  Sioux  Falls,  SD 

The  meeting  was  called  to  order  at  9:30  a.m.  by  Dr. 
Leigh.  Those  present  for  roll  call  were  Drs.  R.  R. 
Thornton,  Robert  Ferrell,  A.  J.  Janusz,  B.  T.  Otey,  Gene 
Koob,  G.  Robert  Bell  and  R.  B.  Leander.  Also  in  at- 
tendance were  Drs.  Fred  Leigh  and  Russell  Harris. 

Dr.  Bell  moved  to  dispense  with  the  reading  of  the 
minutes  of  the  previous  meeting  inasmuch  as  they  had 
been  published  previously.  The  motion  was  seconded  and 
carried. 

The  Commission  discussed  the  thermography  project  in 
South  Dakota.  They  discussed  the  value  of  continued  en- 
dorsement of  this  program.  Dr.  Thornton  moved  that  in 
view  of  the  lack  of  unanimity  of  scientific  data,  that  the 
Commission  on  Scientific  Medicine  recommend  to  the 
Council  that  the  endorsement  of  the  South  Dakota  State 
Medical  Association  for  continued  use  of  the  mobile  breast 
screening  van  be  discontinued.  The  motion  was  seconded 
and  carried. 

Next,  the  Commission  discussed  a Cancer  Society  Pro- 
gram to  provide  pap  smears  to  women  in  South  Dakota. 
Dr.  Otey  explained  the  background  of  this  program  for  the 
information  of  the  Commission.  Dr.  Janusz  moved  that 
the  Commission  on  Scientific  Medicine  recommend  to  the 
Council  continued  support  of  this  program.  The  motion 
was  seconded  and  carried. 

Dr.  Koob  discussed  the  continuing  medical  education 
program  for  the  benefit  of  the  Commission.  He  stated 
that  the  only  institution  in  the  state  of  South  Dakota  ap- 
proved for  Category  I credits  at  the  present  time  is  the 
Rapid  City  Regional  Hospital.  The  USD  Medical  School 
has  turned  in  their  pre-survey  report  and  the  Accrediting 
Committee  will  be  conducting  on-site  visitations  to  the 
school  in  the  near  future.  Both  McKennan  and  Sioux 
Valley  Hospitals  are  in  the  process  of  completing  their 
pre-survey  reports  for  Category  I accreditation.  Family 
Practice  has  already  been  approved  and  their  programs 
can  be  listed  for  Category  I credit  hours  if  they  so  desire. 
The  South  Dakota  State  Medical  Association  has  not  yet 
been  approved,  but  it  was  reported  that  they  will  apply 
for  Category  I accreditation  inasmuch  as  they  plan  the 


Lincoln  Room,  Ramada  Inn 
Sioux  Falls,  South  Dakota 

state  meeting  and  the  hours  for  this  meeting  can  then  be 
listed  as  Category  I.  It  was  also  suggested  that  the  phy- 
sician keep  an  individual  record  of  his  hours  on  file,  such 
as  name  of  course,  speakers,  credit  hours,  dates  and 
signature. 

The  Commission  reviewed  the  annual  meeting  program. 
They  discussed  the  addition  of  a meeting  on  arbitration 
for  Wednesday  afternoon  at  2:00  p.m.  Dr.  Janusz  moved 
that  this  meeting  on  arbitration  be  added  to  the  annual 
meeting  program.  The  motion  was  seconded  and  carried. 
Assignment  of  presiding  officers  and  workshop  moderators 
for  the  annual  meeting  scientific  program  was  completed. 

The  meeting  adjourned  at  11:00  a.m. 

The  Council  considered  the  Commission’s  recommenda- 
tion with  regard  to  the  thermography  program.  Dr.  Harris 
moved  that  the  Council  accept  the  recommendation  of  the 
Commission  that  the  State  Medical  Association  discontinue 
its  endorsement  of  the  thermography  program.  The  motion 
was  seconded  by  Dr.  Ryan  and  carried  with  one  dis- 
senting vote.  Following  a discussion  concerning  the  Cancer 
Society  Program  which  provides  pap  smears  to  women 
in  South  Dakota,  Dr.  Tracy  moved  that  the  Council 
endorse  this  program  only  if  it  is  done  under  the  direction 
and  supervision  of  the  State  Health  Department’s  Medical 
Director  and  with  the  approval  and  cooperation  of  the 
District  Medical  Society  in  the  locale  where  the  program 
is  offered.  The  motion  was  seconded  by  Dr.  Gerber  and 
carried.  The  Council  reviewed  that  section  of  the  report 
pertaining  to  the  continuing  medical  education  program. 
Mr.  Johnson  stated  that  the  AMA  must  accredit  the 
Medical  School  for  continuing  medical  education  and  not 
the  State  Medical  Association’s  CME  committee.  The 
Council  reviewed  the  program  of  events  during  the  annual 
meeting.  Mr.  Johnson  indicated  that  Dr.  Sattler  had  re- 
quested that  time  be  allotted  on  Wednesday  afternoon 
following  the  arbitration  discussion  for  a discussion  on  the 
Health  Systems  Agency.  The  Council  concurred  with  this 
request.  Dr.  Tracy  moved  that  the  Council  accept  the 
report  of  the  Commission  on  Scientific  Medicine  as 
amended.  The  motion  was  seconded  by  Dr.  Bell  and 
carried. 

Dr.  Howard  Saylor  reviewed  the  report  of  the  Com- 
mission on  Medical  Service  for  the  Council. 

MINUTES  OF  THE  MEETING  OF  THE 
COMMISSION  ON  MEDICAL  SERVICE 
1:30  P.M.  Ramada  Inn 

Saturday,  March  26,  1977  Sioux  Falls,  SD 

The  meeting  was  called  to  order  at  1:30  p.m.  by  Dr. 
H.  L.  Saylor,  Chairman.  Those  present  for  roll  call  were 
Drs.  H.  L.  Saylor,  Kennon  Broadhurst,  J.  A.  Rud,  Anthony 
Javurek,  Curtis  Wait,  C.  D.  Monson,  John  Hoskins  and 
Warren  Jones.  Also  in  attendance  were  Drs.  Fred  Leigh 
and  Russell  Harris. 

Dr.  Jones  moved  to  dispense  with  the  reading  of  the 
minutes  of  the  previous  meeting  inasmuch  as  they  were 
previously  published.  The  motion  was  seconded  and 
carried. 

Dr.  Jay  Hubner  and  Mr.  John  Gappa  discussed  the 
Cardiac  Rehabilitation  program  in  Yankton.  This  program 
was  set  up  as  a model  and  is  going  very  well.  Dr.  Hubner 
and  Mr.  Gappa  stated  that  they  would  be  willing  to  go 
to  any  district  medical  society  in  South  Dakota  to  discuss 
this  program  at  no  cost. 

Mr.  Tom  Geraets  reported  on  legislation  to  reinstitute  the 
22  hour  emergency  medical  training  course.  He  stated  that 
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their  budget  has  been  approved  for  next  year  and  he 
thanked  everyone  for  their  support  on  this  piece  of 
legislation. 

Dr.  Wait  reported  on  the  physical  and  mental  qualifica- 
tion standards  for  highway  patrolmen  for  the  information 
of  the  Commission.  Dr.  Jones  moved  that  the  Commission 
on  Medical  Service  recommend  to  the  Council  that  the 
guidelines  accepted  by  the  ICC  and  the  MMPI  exam  be  the 
basis  of  the  examinations  in  South  Dakota  and  also  that 
these  examinations  be  conducted  on  an  annual  basis.  The 
motion  was  seconded  and  carried. 

Next,  the  Commission  discussed  a report  from  Dr. 
Saylor  on  the  second  opinion  surgical  consultation  program. 
Following  a short  discussion.  Dr.  Jones  moved  that  the 
Commission  on  Medical  Service  recommend  to  the  Council 
that  the  mandatory  second  opinions  will  not  be  acceptable 
to  the  South  Dakota  State  Medical  Association  because 
functioning  U & R Committees  and  PSRO  are  already 
providing  this  service  to  a large  extent.  The  motion  was 
seconded  and  carried. 

Mr.  Tom  Geraets  and  Mr.  Jim  Sawyer  presented  a report 
on  the  categorization  of  hospitals  for  the  benefit  of  the 
Commission.  They  discussed  the  development  of  an  ap- 
proach to  categorization  by  the  Ad  Hoc  Committee,  com- 
posed of  two  members  each  from  the  Hospital,  Nursing 
and  Medical  Associations.  Following  a lengthy  discussion, 
Dr.  Javurek  moved  that  the  Commission  on  Medical  Service 
recommend  to  the  Council  continued  support  on  the  part 
of  the  Medical  Association  in  this  program,  and  also  that 
the  Council  give  the  Ad  Hoc  Committee  the  authority  to 
work  in  the  area  of  specialist  consultants  in  the  areas  of 
trauma,  neonate,  poison,  burns,  cardiac  and  behavioral 
emergencies,  and  drugs  and  alcohol.  The  motion  was 
seconded  and  carried. 

Dr.  Bell  discussed  the  inspection  of  hospital  records 
when  a hospital  is  relicensed  by  the  state.  Dr.  Javurek 
moved  that  the  Commission  on  Medical  Service  recom- 
mend to  the  Council  that  this  matter  of  inspection  of 
hospital  records  be  investigated  through  legal  channels  to 
clarify  the  situation.  The  motion  was  seconded  and  carried. 

The  Commission  discussed  the  speech  and  hearing  clinics 
being  held  at  Northern  College,  Brookings  College  and 
USD.  Dr.  Jones  moved  that  the  Commission  on  Medical 
Service  recommend  to  the  Council  that  an  ad  hoc  com- 
mittee of  the  Commission  further  investigate  this  matter. 
The  motion  was  seconded  and  carried. 

The  Commission  discussed  the  nurse  manpower  report 
suggesting  ideal  average  staffing  ratios  for  RN’s,  LPN’s 
and  Aides  in  hospitals,  nursing  homes  and  physicians’ 
offices.  Dr.  Wait  moved  that  the  Commission  on  Medical 
Service  recommend  to  the  Council  their  support  of  the 
action  by  the  Executive  Commission.  The  motion  was 
seconded  and  carried.  Dr.  Javurek  moved  that  the  Com- 
mission recommend  to  the  Council  that  the  South  Dakota 
State  Medical  Association  inform  the  Nurse  Manpower 
Committee  that  inasmuch  as  the  practice  of  medicine  is  a 
very  personal  thing  and  the  personnel  needs  of  the  phy- 
sicians and  their  patients  vary  greatly,  that  to  try  and 
categorize,  in  any  way,  the  manpower  needs  within  a 
physician’s  office  would  be  inaccurate  and  misleading.  The 
inaccuracies  would  occur  because  of  the  differing  specialties 
practiced  by  physicians,  the  different  types  of  practices  and 
locations  of  physicians’  offices,  and  the  differing  needs  of 
the  public  that  the  physicians  serve.  For  these  reasons, 
any  criteria  or  recommendations  as  to  nursing  manpower 
needs  in  physicians’  offices  should  be  deleted  from  the 
report  of  the  Nurse  Manpower  Committee.  The  motion 
was  seconded  and  carried. 

Dr.  Robert  Bell  of  De  Smet  discussed  with  the  Com- 
mission the  establishment  of  a rural  out-reach  program  to 
be  funded  in  the  amount  of  $200,000  for  the  communities 
of  Howard  and  Bryant.  Dr.  Bell  expressed  considerable 
concern  about  this  proposal  and  requested  that  the  Com- 


mission on  Medical  Service  recommend  to  the  Council  that 
further  investigation  as  to  the  progress  of  this  project  be 
made  and  that  a report  be  given  back  to  the  Commission 
and  Council  at  the  earliest  appropriate  time. 

The  meeting  adjourned  at  4:00  p.m. 

The  Council  reviewed  the  recommendation  of  the  Com- 
mission for  the  establishment  of  standards  for  highway 
patrolmen.  Dr.  Buchanan  moved  that  the  Council  accept 
the  recommendation  of  the  Commission  to  use  as  guide- 
lines the  examinations  established  by  the  ICC  and  the 
MMPI  for  determining  physical  and  mental  qualification 
standards  for  highway  patrolmen  and  that  these  examina- 
tions be  conducted  on  an  annual  basis.  The  motion  was 
seconded  by  Dr.  Barrett  and  carried.  The  Council  con- 
sidered the  Commission  report  pertaining  to  a second 

opinion  surgical  consultation  program.  Dr.  Harris  moved  to 
amend  the  Commission  report  to  state  that  mandatory 
second  opinions  at  this  time  will  not  be  acceptable  to  the 
South  Dakota  State  Medical  Association.  The  motion  was 
seconded  by  Dr.  Gerber  and  carried.  The  Council  con- 
sidered that  section  of  the  report  pertaining  to  the 

categorization  of  hospitals.  Dr.  Hamm  moved  that  this 
report  be  amended  to  state  that  the  SDSMA  supports 
this  program  and  authorizes  the  Ad  Hoc  Committee  which 
is  composed  of  two  representatives  from  the  Hospital, 
Nursing  and  Medical  Associations,  to  work  with  specialist 
consultants  and  others  in  the  areas  of  trauma,  neonate, 
poison,  burns,  cardiac  and  behavioral  emergencies  and  drugs 
and  alcohol  to  formulate  a policy  consistent  with  JCAH 
accreditation  for  submission  to  the  SDSMA  for  final  ap- 
proval. The  motion  was  seconded  by  Dr.  Harris.  Vote: 
7 for;  10  opposed.  Motion  failed.  Dr.  Ryan  moved  that 
the  Council  authorize  the  physician  members  of  the  Ad 
Hoc  Committee  to  appoint  the  specialist  consultants  and 
others  in  the  areas  of  trauma,  neonate,  poison,  burns, 
cardiac  and  behavioral  emergencies  and  drugs  and  alcohol 
for  the  program  on  categorization  of  emergency  services 
and  that  all  reports  for  this  program  be  submitted  to  the 
Council  for  review  and  approval  prior  to  their  implemen- 
tation. The  motion  was  seconded  by  Dr.  Tracy  and  carried. 
Dr.  Jones  moved  that  the  Council  state,  “This  process  of 
categorization  is  thought  to  be  unnecessary.  Continuous 
support  by  this  body  is  only  under  protest.”  The  motion 
was  seconded  by  Dr.  Barrett.  Vote:  7 for;  11  opposed. 
Motion  failed.  Dr.  Larson  moved  that  Dr.  Saylor,  as 
Commission  Chairman,  appoint  the  two  physician  members 
of  the  Ad  Hoc  Committee.  The  motion  was  seconded  by 
Dr.  Aspaas  and  carried.  The  Council  considered  that  sec- 
tion of  the  report  pertaining  to  the  inspection  of  hospital 
records  when  a hospital  is  relicensed  by  the  state.  Dr. 
Chloupek  stated  that  State  law  allows  the  Health  Depart- 
ment to  go  into  non  JCAH  approved  hospitals  to  inspect 
hospital  records  for  Medicare  payments.  The  Council  then 
considered  the  section  of  the  report  pertaining  to  speech 
and  hearing  clinics  at  Northern  State  College,  SDSU  and 
USD.  Dr.  Odland  indicated  that  he  has  discussed  this 
problem  with  the  administration  at  Northern  State  College 
and  will  report  any  future  discussions  to  the  Commission 
on  Medical  Service.  The  Council  considered  that  section 
of  the  report  pertaining  to  the  nurse  manpower  report. 
Dr.  Millea  moved  that  the  Council  approve  the  recom- 
mendations of  the  Commission  with  regard  to  the  nurse 
manpower  report.  The  motion  was  seconded  by  Dr.  Harris 
and  carried.  The  Council  considered  that  section  of  the 
report  pertaining  to  the  rural  out-reach  program.  Dr.  A.  A. 
Lampert,  Jr.  reported  on  the  arrangements  made  between 
the  Madison  Clinic  and  the  community  of  Howard  under 
this  program.  He  stated  they  plan  to  have  a full  time 
nurse  practitioner  located  in  Howard  employed  by  the 
physicians  of  the  Madison  Clinic  and  a physician  from 
the  clinic  would  go  to  Howard  on  a part-time  basis  also. 
Dr.  Aspaas  moved  that  the  Council  accept  the  report  of 
the  Commission  on  Medical  Service  as  amended.  The 
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motion  was  seconded  by  Dr.  Barrett  and  carried. 

The  Council  considered  the  report  of  the  Commission 
on  Internal  Affairs,  Communications  and  Liaison  as  pre- 
sented by  Dr.  John  Barlow,  Chairman. 

MINUTES  OF  THE  MEETING  OF  THE 
COMMISSION  ON  INTERNAL  AFFAIRS, 
COMMUNICATIONS  AND  LIAISON 
9:30  A.M.  Airport  Holiday  Inn 

Saturday,  April  2,  1977  Sioux  Falls,  SD 

The  meeting  was  called  to  order  at  9:30  a.m.  by  Dr. 
J.  F.  Barlow,  chairman.  Those  present  for  roll  call  were 
Drs.  J.  F.  Barlow,  Loren  Amundson,  R.  E.  Van  Demark, 
Harold  Fletcher,  Jay  Hubner.  and  Lawrence  Finney.  Also 
in  attendance  was  Dr.  Fred  Leigh. 

The  reading  of  the  minutes  of  the  previous  meeting 
was  dispensed  with  inasmuch  as  they  had  been  published 
previously. 

Robert  Johnson  discussed  the  financial  report  for  the 
information  of  the  Commission.  The  Commission  re- 
quested that  the  specialty  societies  be  contacted  concerning 
Journal  advertising. 

The  Commission  discussed  the  development  of  a pro- 
gram of  public  education  regarding  ACORN  and  We  The 
People.  The  7th  District  has  a committee  working  on  this 
at  a local  level.  It  was  requested  that  the  district  presidents 
and  secretaries  be  notified  that  the  Medical  Association  has 
material  available  on  these  groups  and  upon  request,  will 
be  made  available  to  the  districts. 

Next,  the  Commission  discussed  the  appointment  of  a 
subcommittee  to  review  cancer  columns.  Dr.  Finney  moved 
that  these  cancer  columns  be  utilized  for  an  additional 
one  year  period  and  that  the  same  subcommittee  be  re- 
appointed to  review  these  columns  before  publication.  The 
motion  was  seconded  and  carried. 

Bob  Johnson  reported  on  the  commemorative  April 
Journal.  This  is  the  special  issue  commemorating  the  first 
graduating  class  from  the  USD  four-year  medical  school. 
All  the  articles  in  this  Journal  are  written  by  the  students 
and  teaching  staff.  If  you  have  a subscription  to  the 
Journal,  you  will  automatically  receive  the  special  issue. 

The  Commission  discussed  a letter  from  Dr.  Chloupek 
regarding  the  Division  of  Drugs.  Dr.  Van  Demark  moved 
that  the  Commission  recommend  to  the  Council  that  a 
four  or  five  member  hearing  panel  be  appointed  by  the 
State  Medical  Association  president  to  operate  in  con- 
junction with  the  Health  Department  in  cases  of  suspected 
self-drug  abuse  or  prescription  abuse,  and  if  cause  for 
action  is  found,  a member  of  this  committee  be  in  at- 
tendance when  the  options  available  to  the  possible  of- 
fender are  explained.  The  motion  was  seconded  and 
carried. 

The  Commission  discussed  a request  from  the  Medical 
School  students  to  purchase  a film  for  their  VD  program. 
This  program  is  given  to  high  school  students  around  the 
state  upon  invitation,  and  after  viewing  the  film,  small 
group  discussions  are  held.  In  the  absence  of  Bill  Lunders, 
who  was  to  present  the  request  on  the  part  of  the  students, 
Dr.  Barlow  asked  that  Dr.  Amundson  and  Dr.  Finney 
view  this  film  and  if  they  feel  it  worthwhile,  that  the 
Commission  recommend  to  the  Council  that  the  Associa- 
tion purchase  the  film  for  the  students  at  a price  not  to 
exceed  $300. 

The  Commission  reviewed  reports  on  physicians  in  South 
Dakota  who  have  died  during  the  past  year  and  also  a 
financial  report  from  the  Health  Career  Loan  Fund.  It  was 
requested  that  Charles  Anderson  at  the  Medical  School 
be  contacted  about  the  Health  Career  Loan  Fund  and  the 
students  be  made  aware  that  this  money  is  available  for 
loans. 

The  Commission  briefly  discussed  the  three  $500  Medical 
Association  scholarships  given  to  a freshman,  sophomore 


and  junior.  The  financial  aids  committee  of  the  Medical 
School  is  serving  as  the  awards  committee. 

Next,  the  Commission  met  with  two  representatives  of 
the  Pharmaceutical  Association,  Mr.  Harold  Schuler  and 
Mr.  John  Nelson.  They  discussed  the  Title  19  program 
and  the  problems  that  occur  with  this  program.  Dr. 
Finney  moved  that  the  Commission  recommend  to  the 
Council  that  physicians  be  provided  with  information  on 
restrictions  of  the  medicaid  program.  The  motion  was 
seconded  and  carried.  The  substitution  of  drugs  by  pharma- 
cists was  discussed.  Dr.  Finney  moved  that  the  Commis- 
sion recommend  to  the  Council  that  some  type  of  pre- 
scription form  be  developed  and  recommended  to  phy- 
sicians in  the  state  which  would  or  would  not  allow 
substitution  of  drugs  over  the  physician’s  signature.  The 
motion  was  seconded  and  carried.  Next,  the  refilling  of 
prescriptions  for  birth  control  pills  was  discussed.  Dr. 
Finney  moved  that  the  Commission  strongly  recommend 
to  the  Council  that  birth  control  pill  prescriptions  be 
written  for  a specific  period  of  time.  The  motion  was 
seconded  and  carried.  The  problem  of  pharmacists  calling 
physicians  concerning  a patient’s  prescription  was  also  dis- 
cussed. Dr.  Hubner  moved  that  the  Commission  recommend 
to  the  Council  that  when  a pharmacist  calls  the  phy- 
sician's office,  the  call,  whether  local  or  long  distance,  be 
expedited  directly  to  the  physician.  The  motion  was  sec- 
onded and  carried. 

The  meeting  adjourned  at  12:00  p.m. 

The  Council  considered  the  recommendation  of  the 
Commission  to  establish  a hearing  panel  to  work  with  the 
Health  Department  in  cases  of  suspected  self  drug  or 
prescription  abuse  involving  physicians  in  South  Dakota. 
Dr.  Harris  moved  that  the  Grievance  Committee  act  as 
the  hearing  panel  in  cases  of  suspected  self  drug  or 
prescription  abuse.  The  motion  was  seconded  by  Dr. 
Barrett  and  carried.  Dr.  Ryan  moved  to  refer  to  the 
Commission  on  Internal  Affairs,  Communications  and 
Liaison  the  matter  of  defining  and  outlining  for  the 
Grievance  Committee  a program  to  handle  disabled  phy- 
sicians including  those  who  have  problems  with  drug  abuse, 
alcoholism,  psychosis,  senility  and  continuing  medical  edu- 
cation, such  program  to  take  into  consideration  identi- 
fication of  the  problem,  prevention  and  appropriate  action. 
The  motion  was  seconded  by  Dr.  Tracy  and  carried.  For 
the  information  of  the  Council,  Dr.  Barlow  indicated  the 
Medical  School  students  have  withdrawn  their  request  for 
money  to  purchase  a film  on  VD  inasmuch  as  they  have 
decided  not  to  purchase  such  a film.  The  Council  then 
reviewed  that  section  of  the  Commission  report  pertaining 
to  discussions  with  representatives  from  the  Pharmaceutical 
Association.  Dr.  Odland  moved  that  the  Council  accept  the 
report  of  the  Commission  on  Internal  Affairs,  Communica- 
tions and  Liaison  as  amended.  The  motion  was  seconded 
by  Dr.  Lang  and  carried. 

Mr.  Johnson  briefly  reported  on  the  organizational  meet- 
ing of  the  Ad  Hoc  Committee  on  Graduate  Medical  Edu- 
cation and  stated  that  a second  meeting  is  planned  late  in 
May.  This  was  submitted  for  the  Council’s  information. 

The  Council  considered  the  nominees  for  the  Com- 
munity Service  Award,  the  Distinguished  Service  Award 
and  the  C.  B.  Alford  Award.  Ballots  were  cast  and  the 
recipients  will  be  announced  at  the  annual  meeting 
banquet. 

Mr.  Johnson  briefly  reported  on  the  1977  legislative 
session  for  the  Council’s  information.  He  stated  it  was  his 
hope  that  the  State  Medical  Association  would  restrict  its 
legislative  program  for  1978  and  be  prepared  to  address 
itself  to  the  Health  Ihan  which  will  be  introduced  by  the 
Governor.  Dr.  Tracy  moved  that  the  Council  commend 
Bob  Johnson  for  his  outstanding  work  as  the  voice  of 
medicine  in  South  Dakota.  The  motion  was  seconded  by 
Dr.  Lang  and  carried.  Mr.  Johnson  encouraged  all  phy- 
sicians to  contact  their  local  legislators  and  thank  them 
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for  their  help  during  this  past  session. 

Dr.  Leigh  reviewed  the  arbitration  procedure  available 
in  South  Dakota  and  encouraged  the  Councilors  to  study 
the  brochure  and  consider  utilizing  this  procedure  in  the 
future.  He  stated  that  a meeting  explaining  the  arbitration 
program  will  be  held  in  Aberdeen  on  June  1 prior  to  the 
annual  meeting  and  encouraged  all  physicians  to  attend  or 
have  a representative  from  their  office  attend. 

Mr.  Johnson  reviewed  the  letter  from  Mr.  Dave  Gerdes, 
Association  attorney,  with  regard  to  hospital  employment 
of  physicians  for  the  Council’s  information.  Dr.  Odland 
moved  that  the  Association  request  an  opinion  from  Dave 
Gerdes  regarding  contract  physician  services  and  emergency 
room  physicians  in  the  state  of  South  Dakota  as  pertains 
to  their  bounds  of  legality.  The  motion  was  seconded  by 
Dr.  Tracy  and  carried. 

The  Council  considered  the  request  from  the  American 
Association  of  Medical  Society  Executives  for  donations 
to  help  establish  a full  time  office  with  an  executive 
secretary.  Dr.  Buchanan  moved  that  the  South  Dakota 
State  Medical  Association  donate  $100  to  AAMSE  for  this 
purpose.  The  motion  was  seconded  by  Dr.  Leigh  and 
carried. 

The  Council  received  notification  that  L.  M.  King,  M.D. 
was  named  an  honorary  member  of  the  Seventh  District 
Medical  Society.  Dr.  Tracy  moved  that  the  State  Medical 
Association  name  Dr.  King  as  honorary  member.  The 
motion  was  seconded  by  Dr.  Jones  and  carried. 

The  Council  considered  the  request  of  the  Watertown 
District  Medical  Society  that  a protest  be  lodged  with  the 
AMA  Supervisory  Committee  for  Respiratory  Therapy  with 
regard  to  the  difficulties  in  obtaining  accreditation  for  the 
Lake  Region  Respiratory  Therapy  School.  Dr.  Larson 
moved  that  the  Council  direct  that  the  State  Medical 
Association’s  Delegate  to  the  AMA  meet  with  the  Super- 
visory Committee  on  Respiratory  Therapy  to  discuss  the 
matter  of  accreditation  of  the  Respiratory  Therapy  School 
in  Watertown.  The  motion  was  seconded  by  Dr.  Rossing 
and  carried. 

Dr.  Robert  Chloupek,  Medical  Director  of  the  State 
Health  Department,  discussed  the  Request  for  Proposal  on 
hypertension.  This  project,  under  the  direction  of  the  State 
Health  Department,  would  coordinate  the  activities  of  all 
groups  who  are  now  providing  blood  pressure  checks 
throughout  the  state.  The  primary  objective  of  the  project 
is  for  educational  purposes  and  to  develop  baseline  statis- 
tics, and  the  funding  is  for  a three  year  period.  The 
Health  Department  is  requesting  that  a representative  from 
the  Medical  Association  be  appointed  to  attend  a meeting 
on  April  27  to  review  this  grant  request.  Dr.  Tracy  moved 
that  the  president  of  the  State  Medical  Association  appoint 
representatives  to  attend  this  meeting  to  study  this  grant 
request.  The  motion  was  seconded  by  Dr.  Gerber  and 
carried.  Dr.  Gerber  moved  that  the  president  appoint  two 
physicians,  one  from  the  SDAFP  and  one  from  the  South 
Dakota  Internal  Medicine  Society.  The  motion  was  sec- 
onded by  Dr.  Stiehl  and  carried. 

The  meeting  adjourned  at  5:30  p.m.  and  reconvened  at 
9:30  a.m.  on  Saturday.  Those  present  for  roll  call  were 
Doctors  Fred  Leigh,  James  Ryan,  Russell  Harris,  Joseph 
Hamm,  C.  L.  Swanson,  Winston  Odland,  G.  E.  Tracy, 
B.  C.  Gerber,  James  Larson,  Bruce  Lushbough,  David 
Buchanan,  W.  O.  Rossing,  J.  S.  Devick,  Durward  Lang, 
Duane  Reaney,  W.  E.  Jones,  A.  J.  Barrett,  Roger  Millea, 
John  Barlow  and  R.  L.  Stiehl.  Also  in  attendance  were 
Doctors  A.  A.  Lampert,  Karl  Wegner,  C.  Hollerman,  Robert 
Chloupek,  Stanley  Graven,  Paul  Hohm,  T.  H.  Sattler  and 
Robert  Quinn. 

The  Council  requested  the  Medical  Association  staff  to 
leave  while  they  discussed  the  next  item  of  business. 
Following  this  discussion,  Dr.  Odland  moved  that  the  State 
Association  increase  Mr.  Johnson’s  salary  by  15  percent 
or  $4,500.  The  motion  was  seconded  by  Dr.  Barlow  and 


carried.  Dr.  Barrett  moved  that  the  State  Association  give 
Mr.  Johnson  a bonus  of  $5,000  for  this  year's  work.  The 
motion  was  seconded  by  Dr.  Harris  and  carried.  Dr.  Tracy 
moved  that  this  bonus  should  come  out  of  the  professional 
liability  fund.  The  motion  was  seconded  by  Dr.  Hamm 
and  carried.  Dr.  Larson  moved  that  salaries  for  Patty 
Butler  and  Jan  Anderson  be  increased  in  accordance  with 
the  recommendations  of  Mr.  Johnson  and  the  Budget  and 
Audit  Committee.  The  motion  was  seconded  by  Dr.  Leigh 
and  carried.  Mr.  Johnson  thanked  the  Council  for  their 
generosity. 

The  Council  reviewed  a letter  from  Dr.  Willcockson 
concerning  a proposed  change  in  the  optometric  rules  and 
regulations  as  outlined  by  the  South  Dakota  Board  of 
Examiners  in  Optometry.  Dr.  Liudel  and  Dr.  Gordon  ap- 
peared before  the  Council  to  answer  questions  concerning 
the  change  in  regulations.  Following  discussion  Dr.  Tracy 
moved  that  the  letter  from  Dr.  Willcockson  and  the 
proposed  Optometric  Rules  and  Regulations  be  submitted 
to  the  South  Dakota  Ophthalmology  Society  for  their  re- 
view and  recommendation  and  this  recommendation  then 
be  submitted  to  the  Council  for  any  action  necessary  at 
that  time.  The  motion  was  seconded  by  Dr.  Lang  and 
carried.  Dr.  Barrett  moved  that  the  State  Medical  Asso- 
ciation correspond  with  the  South  Dakota  Board  of  Ex- 
aminers in  Optometry  indicating  that  the  Council  met  with 
a representative  optometrist  for  the  purpose  of  obtaining 
information  only  and  took  no  action  on  the  proposed  rules 
at  that  time.  The  motion  was  seconded  by  Dr.  Buchanan 
and  carried. 

Dr.  T.  H.  Sattler  and  Dr.  Paul  Hohm  addressed  the 
Council  with  regard  to  background  information  and  an 
update  on  the  Health  Systems  Agency  for  the  Council’s 
information.  They  encouraged  physicians  to  attend  and 
participate  in  subarea  council  meetings,  and  requested  that 
consideration  be  given  to  the  establishment  of  a section 
on  medical  information,  an  information  research  bureau, 
which  could  collect  data  and  research  information  which 
is  necessary  for  planning  for  the  Health  Systems  Agency 
as  well  as  other  programs  which  require  physician  input. 
Dr.  Ryan  moved  that  the  Council  direct  the  Commission 
on  Internal  Affairs,  Communications  and  Liaison  to  meet 
with  Dr.  Hohm  and  Dr.  Sattler  in  a special  session  to 
consider  Medical  Association  problems  involved  with  the 
development  of  the  HSA  and  to  define  the  staff  needed 
to  handle  this  situation  in  order  to  develop  useful  informa- 
tion for  physician  representatives  and  that  the  Commis- 
sion report  to  the  Council  at  the  time  of  the  annual 
meeting  concerning  this.  The  motion  was  seconded  by 
Dr.  Lushbough  and  carried.  Dr.  Odland  moved  that  the 
Commission  on  Internal  Affairs,  Communications  and 
Liaison  along  with  Dr.  Hohm  and  Dr.  Sattler  consider  a 
mechanism,  of  a legal  or  other  nature,  to  slow  the  process 
whereby  the  Medical  Association  can  develop  and  insert 
its  recommendations  into  the  planning  process.  The  motion 
was  seconded  by  Dr.  Lang  and  carried. 

Dr.  Wegner,  Dean  of  the  Medical  School,  spoke  briefly 
on  changes  being  made  at  the  Medical  School  for  the 
Councilors’  information.  Dr.  Stanley  Graven,  professor  of 
pediatrics  at  the  Medical  School  and  also  medical  director 
of  the  maternal  and  child  health  division  at  the  Health 
Department,  discussed  his  activities  with  the  Health  De- 
partment and  plans  which  he  has  for  the  future.  He  re- 
viewed background  material  on  the  maternal  health  care 
grant  proposal  which  he  submitted  and  which  has  received 
funding.  The  Council  encouraged  Dr.  Graven  to  utilize 
practicing  physicians  who  are  members  of  the  State  Medi- 
cal Association  as  liaisons  when  establishing  various  pro- 
grams and  requesting  grants  for  programs  in  the  state  of 
South  Dakota. 

Dr.  Charles  Hollerman  addressed  the  Council  briefly 
and  requested  the  Association’s  and  the  physicians’  support 
for  the  changes  and  improvements  being  made  at  the 
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Medical  School. 

The  Council  considered  the  appointment  of  a physician 
to  serve  on  the  Hearing  Aid  Board.  Dr.  Tracy  moved  that 
the  Council  request  the  O & O Society  to  recommend  a 
physician  who  is  a member  of  the  State  Medical  Associa- 
tion for  this  position.  The  motion  was  seconded  by  Dr. 
Odland  and  carried. 

Mr.  Johnson  encouraged  the  Council  to  review  the  recent 
article  in  the  Minneapolis  Tribune  concerning  the  Minne- 
sota State  Medical  Association’s  action  on  their  Relative 
Value  Study. 

Dr.  Harris  briefly  discussed  the  legislative  effort  made 
this  year  to  allow  the  prescribing  of  laetrile  in  South 
Dakota.  Dr.  Harris  moved  that  the  Council  direct  the 
Commission  on  Scientific  Medicine  to  draft  a statement 
regarding  the  State  Medical  Association’s  position  with 
regard  to  the  use  of  laetrile.  The  motion  was  seconded 
by  Dr.  Devick  and  carried. 

The  meeting  adjourned  at  1 :00  p.m. 


ANNUAL  AND  BIANNUAL  LEASING  OF  ALL  MAKES  OF  AUTOMOBILES 

LEASING  IS  NOT  FOR  EVERYONE,  BUT  MEDICAL 
PEOPLE  ARE  OUR  SPECIALTY.  ALL  MAKES  OF 
AUTOS,  TRUCKS,  4 WHEELERS.  VARIOUS  PLANS 
TO  FIT  YOUR  NEEDS  OR  THE  PROFESSIONAL 
GROUPS  WITH  WHOM  YOU  ARE  ASSOCIATED. 
REFERENCES  ARE  GLADLY  FURNISHED  AND  WE 
WILL  WORK  WITH  YOUR  ACCOUNTANTS. 

3401  WEST  41st  STREET 
SIOUX  FALLS,  SOUTH  DAKOTA  57105 

PHONE  336-3818 

C.  H.  ‘‘Chuck”  Point,  Mgr.  Home  phone  336-3168 


SELF-EMPLOYED? 
WITHOUT  A 

RETIREMENT  PROGRAM? 


We  can  help  you  build  your  program 
and  save  thousands  of  dollars  in  income 
taxes  . . . 


As  a member  of  the  medical  profession, 
you  can  enjoy  the  benefits  of  a big 
company  retirement  plan  with  the  many 
tax-savings  advantages. 

Under  the  Pension  Law,  you  may  con- 
tribute up  to  $7,500  or  15%  of  your 
earned  income,  whichever  is  less,  to  an 
HR  10  plan  and  all  or  nearly  all  is  tax 
deductible.  The  earnings  on  your  plan 
accumulate  tax-free  until  you  retire. 

Why  not  let  Uncle  Sam  help  you  build 
toward  a more  comfortable  retirement? 
Equitable  of  Iowa  will  supply  informa- 
tion on  how  you  can  benefit  from  the  HR 
10  plan  rules  by  contacting: 

Quentin  De  Saix  and  Associates 
Suite  316,  Security  Bldg. 

W 101  South  Main  Avenue 
^ ^ Sioux  Falls,  SD  57102 

(605)  336-3545 

EQUITABLE  OF  IOWA 
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Through  combined  efforts  of  states  & counties 

AMA  UNCOVERS  INACCURACIES  IN  HEW  REPORT 


HEW  Secretary  Joseph  A.  Califano,  Jr.  has  apologized  for  the  large  number  of  inaccuracies  in  HEW’s  listing  of  physi- 
cians who  received  Medicare  funds  in  excess  of  $100,000  in  1975. 

In  his  letter  to  AMA  Executive  Vice  President  James  H.  Sammons,  M.D.,  the  Secretary  stated: 

"1  am  deeply  distressed  at  the  number  of  errors,  and  I regret  any  embarrassment  that  may  have  been  caused  to  any 
of  your  individual  members.  I have  asked  Robert  Derzon,  the  Administrator-Designate  of  the  new  Health  Care 
Financing  Administration,  to  review  the  entire  matter  with  the  view  toward  taking  whatever  actions  are  necessary 
to  prevent  a situation  like  this  from  arising  again.” 


On  March  10,  1977,  learning  that  the  Department 
of  Health,  Education  and  Welfare  was  preparing  to 
release  a list  of  physicians,  groups  and  clinics,  and 
independent  laboratories  which  had  received  more 
than  $100,000  in  Medicare  payments  during  1975, 
James  H.  Sammons,  M.D.,  Executive  Vice  President 
of  the  American  Medical  Association,  released  a 
statement  deploring  the  impending  HEW  action.  Dr. 
Sammons  stated  that  the  release  would  serve  “only 
to  badger  a large  segment  of  the  profession  and  to 
establish  guilt  by  innuendo.” 

Within  hours  of  publication  of  the  HEW  release, 
the  offices  of  the  AMA  began  receiving  calls  from 
physicians  stating  that  the  information  released  con- 
cerning them  was  in  error. 

Many  reported  they  were  listed  by  HEW  as  solo 
practitioners  when  they  were,  in  fact,  members  of 
group  practices,  specialty  groups,  and  even  large 
clinics.  In  addition,  said  many  of  the  physicians,  the 
amounts  attributed  to  them  were  incorrect — from  a 
span  of  a few  thousand  dollars  to  those  who  had 
had  no  Medicare  income  whatsoever  during  1975. 

As  it  became  apparent  that  a significant  rate  of 
error  existed  in  the  information  released  by  HEW, 
it  was  determined  that  the  AMA  had  a responsibility 
to  its  members  to  see  just  how  erroneous  the  material 
given  to  the  news  media  was,  and  to  attempt  to  cor- 
rect the  misrepresentation  of  physician  Medicare 
earnings  which  was  being  promulgated,  particularly 
in  front-page  stories  in  newspapers  across  the  nation. 

The  AMA  Departments  of  Public  Relations  and 
Public  Affairs,  with  assistance  from  state  medical 


societies,  began  a telephone  survey  of  the  list  of  409 
physicians  listed  as  solo  practitioners.  During  the 
next  three  weeks,  208 — or  slightly  more  than  half — 
of  these  doctors  were  contacted,  and  from  conversa- 
tions with  them,  it  was  found  that  in  almost  two  out 
of  every  three  instances,  the  information  presented 
on  the  HEW  list  was  in  error.  From  contact  with  the 
208  physicians,  it  was  determined  that  the  designa- 
tion of  them  as  solo  practitioners  was  incorrect  in 
102  instances.  Their  practices  ranged  from  partner- 
ships to  70-physician  clinics,  yet  they  had  been  sin- 
gled out  and  named  as  recipients  of  the  entire 
amount  paid  the  group  practice.  Some  physicians  had 
been  residents  during  1975,  with  no  Medicare  in- 
come whatsoever;  some  were  hospital  or  university 
staff  members  on  salary,  with  all  Medicare  payments 
going  to  the  institution.  For  nine  of  the  208  physi- 
cians, the  amount  of  payments  listed  for  them  was 
inaccurate,  from  total  error  to  a difference  of  sev- 
eral thousand  dollars.  And  for  24  of  the  doctors, 
both  the  solo  practice  designation  and  the  amount 
listed  were  incorrect,  leaving  only  73  of  the  208  phy- 
sicians who  felt  the  information  concerning  them 
was  “probably  correct.”  When  the  survey  was  com- 
pleted on  April  8th,  an  error  rate  of  64.9  per  cent 
was  established  for  the  information  on  physician 
Medicare  earnings  as  reported  by  HEW. 

While  AMA  personnel  were  specifically  contacting 
only  those  physicians  listed  as  solo  practitioners, 
calls  continued  to  come  in  concerning  physicians  who 
were  designated  under  the  classification  of  “groups 
and  clinics,”  but  where  the  information  concerning 
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their  earnings  was  completely  in  error.  This  group 
included  physicians  who  had  been  dead  or  retired 
before  1975 — some  as  long  as  12  years.  Others  had 
left  the  group  identified  prior  to  1975;  still  others 
had  come  into  the  group  during  the  last  month  of 
the  year.  Yet  these  physicians  had  been  listed  as 
the  recipients  of  hundreds  of  thousands  of  dollars  in 
Medicare  earnings  during  1975.  A total  of  50  such 
reports  was  recorded. 

On  April  8th,  Dr.  Sammons  forwarded  all  the  ma- 
terial describing  the  findings  on  the  high  rate  of  error 
to  HEW  Secretary  Joseph  Califano,  together  with  a 
letter  in  which  Dr.  Sammons  requested  an  apology 
to  the  hundreds  of  physicians  who  had,  as  a result 
of  the  HEW  release,  been  placed  in  embarrassing, 
distressing,  and  possibly  dangerous  situations  be- 
cause of  grossly  incorrect  and  misleading  informa- 
tion. 

The  entire  packet  of  information  was  forwarded 
to  each  physician  contacted  by  the  AMA  and  to  the 
local  newspapers  in  the  physician’s  area  of  practice, 
and  Dr.  Sammons  asked  the  newspaper  editors  to 
take  the  opportunity  and  the  responsibility  of  pub- 
lishing correct  facts  concerning  the  physicians’  1975 
Medicare  earnings. 

The  list  of  errors  identified  by  the  AMA  was  dis- 
tributed by  HEW  to  the  regional  Bureau  of  Health 
Insurance  offices  across  the  country,  with  instruc- 
tions that  regional  personnel  are  to  check  each  in- 
accuracy cited  by  the  AMA. 

With  the  public  release  of  the  AMA  findings,  a 
number  of  physicians  who  had  not  been  contacted 
during  the  AMA  survey  called  or  wrote  to  report  the 
errors  made  on  their  listings  by  HEW,  and  as  each 
new  report  was  received,  the  information  was  for- 
warded to  HEW,  to  be  added  to  the  original  list. 

While  the  AMA  survey  was  a long  and  arduous 
task,  it  was  the  only  appropriate  action  the  AMA 
could  consider  in  the  protection  of  all  physicians 
against  inaccurate  and  misleading  representations  of 
their  Medicare  earnings.  As  Dr.  Sammons  stated, 
“Dedicated  physicians,  seeking  to  serve  a patient 
population  of  all  ages,  must  not  be  abused  and  vic- 
timized for  their  devotion  to  the  demanding  task  of 
attempting  to  fulfill  the  health  needs  of  this  coun- 
try.” 

Your  American  Medical  Association  is  working 
for  you  and  for  those  for  whom  you  have  a medical 
or  personal  concern.  AMA’s  future  and  yours  are 
one  and  inseparable.  If  you  are  a member,  your 
support  has  made  possible  these  activities  and  count- 
less others.  If  you  are  not  a member,  shouldn’t  you 
be? 

Join  your  county,  state  and  AMA.  We  can  do 
much  more  together! 


PRIME 

INVESTMENT 

OR 

howto  GET 
inonA 

Meaty  Deal. 


In  1880,  the  meat  packers 
had  an  idea  they  could  sink 
their  teeth  into:  refrigerated 
railway  cars. 

They  made  the  transpor- 
tation of  meat  a year-round 
business  instead  of  just  a 
winter  investment. 

And  today  there’s  an 
investment  with  a lot  of  meat 
to  it  that  you  can  have  year 
in  and  year  out.  United  States 
Savings  Bonds. 

They’re  a prime  invest- 
ment because  nobody’s  ever 
lost  money  taking  stock  m 
America. 

And  when  you  buy 
Bonds,  you  re  not  only 
preparing  for  your  future, 
you’re  helping  your 
country’s  future  as  well. 

So  join  9 y>  million 
Americans  who  have  signed 
up  for  the  Payroll  Savings 
Plan.  Buy  United  States 
Savings  Bonds. 

And  get  some  live  stock 
for  your  future. 

E Bonds  pay  6%  interest  when  held 
to  maturity  of  5 years  (4!4%  the  first 
year).  Interest  is  not  subject  to  state  or 
local  income  taxes,  and  federal  tax  may  be 
deferred  until  redemption 
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M.  M.  Morrissey,  M.  D.  Memorial  Issue 


From  Lilly/Dista  Research 

NALPON" 

fenoprofen  calcium 

300-mg.  Pulvules® 


iJDdista 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  available  to  the  profession 
on  request. 


"Present  as  345.9  mg.  of  the  calcium  salt  of  fenoprofen  dihydrate 
equivalent  to  300  mg.  fenoprofen. 


C0012D 


A character 

all  its  own. 

Valium  (diazepam)  is  a 
benzodiazepine  with  a 
character  all  its  own. 
Pharmacologically,  it  has  been  described 
as  more  potent  mg-per-mg  than  other 
available  anxiolytic  benzodiazepines. 
Pharmacokinetically,  only  Valium  pro- 
vides active  diazepam  as  well  as  the 
active  metabolites  3-hydroxydiazepam, 
desmethyldiazepam  and  oxazepam. 

But  the  individual  character  of 
Valium  is  even  more  apparent  clinically 
than  pharmacokinetically.  And  far  more 
significant.  That’s  because  of  the  patient 
response  obtained  with  Valium.  A re- 
sponse which  brings  a calmer  frame  of 
mind.  A response  which  has  a pro- 
nounced effect  on  the  somatic  symp- 
toms of  anxiety,  particularly  muscular 
tension.  A response  which  helps  the  pa- 
tient feel  more  like  himself  again  be- 
cause of  the  way  Valium  reduces  the 
overwhelming  symptoms  of  anxiety  and 
psychic  tension. 

Another  important  aspect  of  the 
clinical  character  of  Valium  is  safety. 
Though  drowsiness,  ataxia  and  fatigue 
are  possible,  these  and  more  serious 
side  effects  are  rarely  a problem.  Of 
course,  as  with  all  CNS-acting  drugs, 
patients  taking  Valium  should  be  cau- 
tioned against  driving,  operating 
dangerous  machinery  or  the  simultane- 
ous ingestion  of  alcohol. 

Unquestionably,  many  psychother- 
apeutic agents,  including  other  benzo- 
diazepines, have  antianxiety  effects. 

But  one  fact  remains:  you  get  a certain 
kind  of  patient  response  with  Valium. 

It’s  a response  you  want.  A response 
you  know.  A response  you  trust  as  part 
of  your  overall  management  of  anxiety 
and  psychic  tension. 

Valium® 

(diazepam)^ 

2 mg,  5 mg,  10-mg  scored  tablets 

a prudent  choice  in  psychic 
tension  and  anxiety 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional  fac- 
tors; psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute  agitation, 
tremor,  delirium  tremens  and  hallucinosis  due  to 
acute  alcohol  withdrawal,  ad|unctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathol- 
ogy; spasticity  caused  by  upper  motor  neuron  dis- 
orders; athetosis;  stiff-man  syndrome;  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the 
drug.  Children  under  6 months  of  age.  Acute  narrow 
angle  glaucoma;  may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  When  used  adjunctively 
in  convulsive  disorders,  possibility  of  increase  in  fre- 
quency and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity 
of  seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and  al- 
cohol) have  occurred  following  abrupt  discon- 
tinuance (convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful  surveil- 
lance because  of  their  predisposition  to  habituation 
and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  al- 
most always  be  avoided  because  of  in- 
creased risk  of  congenital  malformations 
as  suggested  in  several  studies.  Consider 
possibility  of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss  therapy 
if  they  intend  to  or  do  become  pregnant. 
Precautions:  If  combined  with  other  psycho- 
tropics  or  anticonvulsants,  consider  carefully  phar- 
macology of  agents  employed;  drugs  such  as 
phenothiazines,  narcotics,  barbiturates,  MAO  in- 
hibitors and  other  antidepressants  may  potentiate  its 
action  Usual  precautions  indicated  in  patients  se- 
verely depressed,  or  with  latent  depression,  or  with 
suicidal  tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated 
to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue,  de- 
pression, dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary  re- 
tention, blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations,  in- 
creased muscle  spasticity,  insomnia,  rage,  sleep  dis- 
turbances, stimulation  have  been  reported;  should 
these  occur,  discontinue  drug  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and 
liver  function  tests  advisable  during  long-term 
therapy 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


SOUTH  DAKOTA  MEDICAL  SCHOOL 
ENDOWMENT  ASSOCIATION 


MORE  STUDENTS 
MORE  PROFESSORS 
MORE  BOOKS 
MORE  DEPARTMENTS 
MORE  OF  EVERYTHING 

It  all  takes  money,  which  the  Endowment  Association 
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Future  Meetings 


September 

The  Human  Side  of  Cancer — An 
Overview,  Palmer  House,  Chicago, 
IL,  Sept.  7-9.  15.5  hrs.  AMA  Cate- 
gory I credits  and  15.5  elective  hrs. 
AAFP  credits.  Contact:  William  M. 
Markel,  M.D.,  Am.  Cancer  Soc. 
Second  Nat’l  Conf.  on  Human 
Values  & Cancer,  777  Third  Ave., 
New  York,  NY  10017. 

AMA  Three  Day  Seminar  on  Ne- 
gotiations, Radisson  South  Hotel, 
Bloomington,  MN,  Sept.  10-12. 
Fee:  $200  for  AMA  members;  $275 
for  non-members.  22  hrs.  Category 
2 AMA  credits.  Contact:  AMA, 
Dept,  of  Negotiations,  535  N. 
Dearborn  St.,  Chicago,  IL  60610. 

2nd  Annual  Conference,  Cornerstones 
in  Emergency  Medicine,  “Laying 
the  Foundation”,  Radisson  Hotel, 
Minneapolis,  MN,  Sept.  15-16.  Fee: 
$35-$90.  Category  I ACEP,  AAFP, 
AMA  credits.  Contact:  Roberta 

Cruz,  Prog.  Coord.,  Minn.  Chapter, 
ACEP,  5741  Duncan  Lane,  Minne- 
apolis, MN  55436. 


Organization,  Development  and  Op- 
eration of  Group  Practice,  Writer’s 
Manor,  Denver,  CO,  Sept.  26-28. 
Fee:  $160.  Contact:  Center  for  Re- 
search in  Ambulatory  Health  Care 
Adm.,  4101  E.  Louisiana  Ave., 
Denver,  CO  80222. 

Family  Practice  Review  and  Update 
— 1977,  Radisson  St.  Paul  Hotel, 
St.  Paul,  MN,  Sept.  26-30.  Fee: 
$245.  40  hrs.  AMA  Category  I and 
prescribed  AAFP  credits.  Con- 
tact: CME  Office,  Box  293,  Mayo 
Memorial  Bldg,  420  Delaware  St., 
S.E.,  Minneapolis,  MN  55455. 

Seminar  on  Medical  Staff  Law  and 
Bylaws,  Hyatt  on  Union  Square, 
San  Francisco,  CA,  Sept.  28-30. 
Fee:  $325.  Contact:  Registrar, 

Aspen  Systems  Corp.,  20010  Cen- 
tury Blvd.,  Germantown,  MD 
20767. 

Financing  and  Building  of  Group 
Practice  Facilities,  Writer’s  Manor, 
Denver,  CO,  Sept.  29-30.  Fee:  $150. 
Contact:  Center  for  Research  in 
Ambulatory  Health  Care  Adm., 
4101  E.  Louisiana  Ave.,  Denver, 
CO  80222. 


National  Conference  on  the  Lymp- 
homas and  the  Leukemias,  Waldorf- 
Astoria  Hotel,  New  York,  NY, 
Sept.  29-Oct.  1.  15.5  hrs.  AMA 
Category  I credits  and  15.5  elective 
hrs.  AAFP  credits.  Contact:  S.  L. 
Arje,  M.D.,  Am.  Cancer  Soc.,  777 
Third  Ave.,  New  York,  NY  10017. 

John  R.  Sebald,  M.D.,  Memorial 
Hand  Symposium,  College  of  St. 
Thomas,  St.  Paul,  MN,  Sept.  30. 
Category  I AMA  and  AAFP  credits. 
Contact:  Chris  P.  Tountas,  M.D., 
Bethesda  Lutheran  Hosp.,  559 
Capitol  Blvd.,  St.  Paul,  MN  55101. 

October 

43rd  Annual  Scientific  Assembly  of 
the  American  College  of  Chest 
Physicians,  MGM  Grand  Hotel,  Las 
Vegas,  NV,  Oct.  30-Nov.  3.  Con- 
tact: Dale  E.  Braddy,  MS,  Dir.  of 
Ed.,  Am.  College  of  Chest  Phy- 
sicians, 911  Busse  Highway,  Park 
Ridge,  IL  60068. 

45th  Annual  Postgraduate  Assembly, 
Omaha  Mid-West  Clinical  Society, 

Omaha  Hilton  Hotel,  Oct.  31-Nov. 
2.  Contact:  Mrs.  Janet  S.  Noll,  Ex. 
Sec.,  Omaha  Mid-West  Clinical 
Soc.,  540  Medical  Arts  Bldg., 
Omaha,  NE  68102. 


2 


SOUTH  DAKOTA 


MICHAEL  M.  MORRISSEY,  M.D. 
MEMORIAL  ISSUE 


DEDICATED  IN  MEMORY  OF 
MICHAEL  M.  MORRISSEY,  M.D. 
PIERRE,  SOUTH  DAKOTA 
1932-1975 


His  dedication  to  Medicine;  and  his  leadership 
within  the  South  Dakota  State  Medical  Association 
will  long  be  remembered  by  his  colleagues,  friends 

and  family 


Donated  by: 

Mrs.  M.  M.  Morrissey 

Mr.  and  Mrs.  Gerald  Morrissey 

Mr.  and  Mrs.  Richard  C.  Erickson 
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Transactions  Of  The 
South  Dakota  State  Medical  Association 
Ninety-Sixth  Annual  Meeting 
June  2,  3,  4,  5,  1977 


1977-1978  OFFICERS 
President 

James  Ryan,  M.D Mobridge 

President-Elect 

Russell  Harris,  M.D Rapid  City 

Vice-President 

Duane  Reaney,  M.D Yankton 

Secretary-Treasurer  (1978) 

Joseph  Hamm,  M.D Rapid  City 

AM  A Delegate  (1978) 

W.  R.  Taylor,  M.D Aberdeen 

AMA  Alternate  Delegate  (1978) 

G.  E.  Tracy,  M.D Watertown 

Chairman  of  the  Council 

Bruce  Lushbough,  M.D Brookings 

Speaker  of  the  House 

Winston  Odland,  M.D Aberdeen 

Councilor  at  Large 

Fred  Leigh,  M.D Huron 

COUNCILORS 
First  District  (Aberdeen) 

B.  C.  Gerber,  M.D.  (1980)  Aberdeen 

Second  District  (Watertown) 

G.  Robert  Bartron,  M.D.  (1980)  Watertown 

Third  District  (Brookings-Madison) 

Bruce  Lushbough,  M.D.  (1978)  Brookings 

Fourth  District  (Pierre) 

R.  C.  Jahraus,  M.D.  (1980)  Pierre 

Fifth  District  (Huron) 

David  Buchanan,  M.D.  (1978)  Huron 

Sixth  District  (Mitchell) 

(1978) 

Seventh  District  (Sioux  Falls) 

W.  O.  Rossing,  M.D.  (1978)  Sioux  Falls 

Durward  Lang,  M.D.  (1979)  Sioux  Falls 

P.  K.  Aspaas,  M.D.  (1980)  Dell  Rapids 

John  F.  Barlow,  M.D.  (1980)  Sioux  Falls 

Eighth  District  (Yankton) 

(1979)  

Frank  Messner,  M.D.  (1980)  Yankton 

Ninth  District  (Rapid  City) 

Roger  Millea,  M.D.  (1978) Rapid  City 

W.  E.  Jones,  M.D.  (1979)  Sturgis 

A.  J.  Barrett,  M.D.  (1980)  Rapid  City 

Tenth  District  (Rosebud) 

R.  L.  Stiehl,  M.D.  (1979)  Winner 

Eleventh  District  (Northwest) 

R.  R.  Lawrence,  M.D.  (1979)  Mobridge 

Twelfth  District  (Whetstone  Valley) 

Eldon  Bell,  M.D.  (1979)  Webster 


ALTERNATE  COUNCILORS 


First  District  (Aberdeen) 

G.  H.  Steele,  M.D.  (1980)  Aberdeen 

Second  District  (Watertown) 

James  Larson,  M.D.  (1980)  Watertown 

Third  District  (Brookings-Madison) 

A.  A.  Lampert,  Jr.,  M.D.  (1978) Madison 

Fourth  District  (Pierre) 

M.  R.  Cosand,  M.D.  (1980)  Pierre 

Fifth  District  (Huron) 

G.  R.  Bell,  M.D.  (1978)  DeSmet 

Sixth  District  (Mitchell) 

R.  G.  Gere,  M.D.  (1978)  Mitchell 

Seventh  District  (Sioux  Falls) 

D.  L.  Ensberg,  M.D.  (1978)  Sioux  Falls 

(1979)  

J.  S.  Devick,  M.D.  (1980)  Colton 

Richard  Tschetter,  M.D.  (1980)  Sioux  Falls 


Eighth  District  (Yankton) 

(1979)  

(1980)  

Ninth  District  (Rapid  City) 

Thomas  Mead,  M.D.  (1978)  Spearfish 

N.  R.  Whitney,  M.D.  (1979)  Rapid  City 

Bruce  Allen,  M.D.  (1980)  Rapid  City 

Tenth  District  (Rosebud) 

E.  P.  Sweet,  M.D.  (1979) Burke 

Eleventh  District  (Northwest) 

L.  M.  Linde,  M.D.  (1979)  Mobridge 

Twelfth  District  (Whetstone  Valley) 

Joseph  Kass,  M.D.  (1979)  Rosholt 

1977-1978  COMMISSIONS 

COMMISSION  ON  LEGISLATION  AND 
GOVERNMENTAL  RELATIONS 

R.  G.  Gere,  M.D.,  Chairman  (1979)  Mitchell 
C.  L.  Swanson,  M.D.  (1980)  Pierre 
Stephen  Haas,  M.D.  (1980)  Rapid  City 
Bill  Church,  M.D.  (1980)  Sioux  Falls 
L.  W.  Karlen,  M.D.  (1980)  DeSmet 
Patrick  McGreevy,  M.D.  (1980)  Sioux  Falls 
A.  A.  Lampert,  M.D.  (1979)  Rapid  City 
R.  B.  Henry,  M.D.  (1979)  Brookings 
Barbara  Spears,  M.D.  (1979)  Pierre 
J.  B.  Gregg,  M.D.  (1979)  Sioux  Falls 

V.  Janavs,  M.D.  (1978)  Milbank 

W.  R.  Taylor,  M.D.  (1978)  Aberdeen 
R.  J.  Foley.  M.D.  (1978)  Tyndall 

R.  W.  Honke,  M.D.  (1978)  Wagner 
Myron  Jerde,  M.D.  (1978)  Rapid  City 

COMMISSION  ON  INTERNAL  AFFAIRS  COMMUNI- 
CATIONS AND  LIAISON 

Lawrence  Finney,  M.D.,  Chairman  (1978)  Sioux  Falls 
C.  R.  Stoltz,  M.D.  (1980)  Watertown 
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Arlan  Zastrow,  M.D.  (1980)  Huron 
Loren  Amundson,  M.D.  (1980)  Sioux  Falls 
Werner  Klar,  M.D.  (1980)  Flandreau 
R.  E.  Van  Demark,  M.D.  (1980)  Sioux  Falls 
David  Boyer,  M.D.  (1979)  Rapid  City 
T.  A.  Hohm,  M.D.  (1979)  Huron 
Harold  Fletcher,  M.D.,  (1979)  Vermillion 
Jay  Hubner,  M.D.  (1979)  Yankton 
J.  F.  Barlow,  M.D.,  (1979)  Sioux  Falls 
D.  N.  Fedt,  M.D.  (1978)  Watertown 
C.  B.  Gwinn,  M.D.  (1978)  Rapid  City 
Charles  Loos,  M.D.  (1978)  Rapid  City 
R.  E.  Shaskey,  M.D.  (1978)  Brookings 

COMMISSION  ON  MEDICAL  SERVICE 

Howard  Saylor,  M.D.,  Chairman  (1978)  Huron 
David  Holzwarth,  M.D.  (1980)  Yankton 
J.  A.  Rud,  M.D.  (1980)  Watertown 
Roscoe  Dean,  M.D.  (1980)  Wessington  Springs 
J.  A.  Eckrich,  Jr.,  M.D.  (1980)  Aberdeen 
Anthony  Javurek,  M.D.  (1980)  Deadwood 
Kennon  Broadhurst,  M.D.  (1979)  Aberdeen 
Curtis  Wait,  M.D.  (1979)  Brookings 
Anton  Petres,  M.D.  (1979)  Salem 
C.  D.  Monson,  M.D.  (1979)  Parkston 
John  Hoskins,  M.D.  (1979)  Sioux  Falls 
W.  B.  Odland,  M.D.  (1978)  Aberdeen 
Warren  Jones,  M.D.  (1978)  Sioux  Falls 
Guy  Tam,  M.D.  (1978)  Sioux  Falls 
Bruce  Allen,  M.D.  (1978)  Rapid  City 

COMMISSION  ON  SCIENTIFIC  MEDICINE 
J.  C.  Larson,  M.D.,  Chairman  (1979)  Watertown 
Juan  Chavier,  M.D.  (1980)  Aberdeen 
T.  A.  Angelos,  M.D.  (1980)  Canton 
R.  R.  Thornton,  M.D.  (1980)  Yankton 
Robert  Ferrell,  M.D.  (1980)  Rapid  City 
R.  D.  Bloemendaal,  M.D.  (1980)  Rapid  City 
Larry  Sittner,  M.D.  (1979)  Sioux  Falls 

A.  J.  Janusz,  M.D.  (1979)  Aberdeen 

B.  T.  Otey,  M.D.  (1979)  Flandreau 
Gene  Koob,  M.D.  (1979)  Sioux  Falls 

C.  E.  Tesar,  M.D.  (1978)  Rapid  City 
G.  Robert  Bell,  M.D.  (1978)  De  Smet 
R.  J.  Zakahi,  M.D.  (1978)  Pierre 
Joseph  Kass,  M.D.  (1978)  Rosholt 

R.  B.  Leander,  M.D.  (1978)  Sioux  Falls 

PROFESSIONAL  LIABILITY  COMMISSION 

Michael  Rost,  M.D.,  Chairman  (1980)  Sioux  Falls 

Glen  Shaurette,  M.D.  (1980)  Aberdeen 

Donald  Kelley,  M.D.  (1980)  Rapid  City 

James  C.  Larson,  M.D.  (1978)  Watertown 

J.  A.  Muggly,  M.D.  (1978)  Madison 

Morris  Radack,  M.D.  (1978)  Yankton 

G.  E.  Tracy,  M.D.  (1979)  Watertown 

R.  G.  Gere,  M.D.  (1979)  Mitchell 

A.  A.  Lampert,  Jr.,  M.D.  (1979)  Madison 

CREDENTIALS  COMMISSION 
AND  EXECUTIVE  COMMISSION 

James  Ryan,  M.D.,  Mobridge 
Russell  Harris,  M.D.,  Rapid  City 
Duane  Reaney,  M.D.,  Yankton 
Joseph  Hamm,  M.D.,  Rapid  City 
Winston  Odland,  M.D.,  Aberdeen 
Fred  Leigh,  M.D.,  H uron 
Bruce  Lushbough,  M.D.,  Brookings 

GRIEVANCE  COMMISSION 

W.  R.  Taylor,  M.D.  (1978)  Aberdeen 

T.  H.  Sattler,  M.D.  (1979)  Yankton 

R.  E.  Van  Demark,  M.D.  (1980)  Sioux  Falls 


G.  E.  Tracy,  M.D.  (1981)  Watertown 
Fred  Leigh,  M.D.  (1982)  Huron 

LONG  RANGE  PLANNING  COMMITTEE 

T.  H.  Sattler,  M.D.,  Chairman,  Yankton 
Karl  Wegner,  M.D.,  Vermillion 
J.  A.  Muggly,  M.D.,  Madison 
E.  H.  Heinrichs,  M.D.,  Vermillion 
Dennis  Johnson,  M.D.,  Sioux  Falls 
James  Wunder,  M.D..  Mobridge 
Michael  Pekas,  M.D.,  Sioux  Falls 
G.  E.  Tracy,  M.D.,  Watertown 

MINUTES  OF  THE  FIRST  COUNCIL  MEETING 
7:30  P.M.  Chandelier  Room,  Holiday  Inn 

Wednesday,  June  1,  1977  Aberdeen,  South  Dakota 

The  meeting  was  called  to  order  by  Dr.  C.  L.  Swanson, 
Chairman.  Those  present  for  roll  call  were  Doctors  Fred 
Leigh,  James  Ryan,  Russell  Harris,  Joseph  Hamm,  Winston 
Odland,  W.  R.  Taylor,  G.  E.  Tracy,  C.  L.  Swanson.  B.  C. 
Gerber,  G.  R.  Bartron,  Bruce  Lushbough,  David  Buchanan, 
P.  K.  Aspaas,  W.  O.  Rossing,  Durward  Lang,  John  F. 
Barlow,  Duane  Reaney  A.  J.  Barrett,  Roger  Millea,  Wil- 
liam Jones,  R.  L.  Stiehl  and  Commission  Chairmen 
Howard  Saylor,  M.D.  and  James  Larson,  M.D.  Guests  in 
attendance  included  T.  H.  Sattler,  M.D.;  Paul  Hohm, 
M.D.;  R.  H.  Quinn,  M.D.;  R.  E.  Van  Demark,  M.D.; 
and  Carla  Neuschel,  the  AMA  representative  for  South 
Dakota. 

Dr.  Leigh  moved  to  dispense  with  the  reading  of  the 
minutes  of  the  previous  meeting  and  adopt  them  as  distri- 
buted. The  motion  was  seconded  by  Dr.  Tracy  and  carried. 

Dr.  Barlow  reviewed  the  report  of  the  Commission  on 
Internal  Affairs,  Communications  and  Liaison. 

COMMISSION  ON  INTERNAL  AFFAIRS 
COMMUNICATION  AND 
LIAISON  SPECIAL  MEETING 
4:00  P.M.  Ramada  Inn 

Thursday,  May  26,  1977  Sioux  Falls,  South  Dakota 

The  meeting  was  called  to  order  by  John  F.  Barlow, 
M.D.,  Chairman.  Present  for  roll  call  were  Drs.  Barlow, 
C.  Rodney  Stoltz,  Loren  Amundson,  Robert  E.  Van  Demark, 
Theodore  Hohm,  Harold  Fletcher.  Invited  guests  included 
T.  H.  Sattler,  M.D.,  Paul  Hohm,  M.D.  and  Fred  Leigh, 
M.D. 

Mr.  Robert  Diers  of  the  Harold  Diers  Company  spoke 
briefly  to  the  Commission  regarding  requirements  of  the 
1974  ERISA  Act  and  the  liability  of  employers  who  have 
pension  plans.  He  discussed  a proposal  for  an  office  in- 
surance program  which  would  provide  the  individual  phy- 
sician or  clinic  with  the  necessary  protection  to  comply 
with  this  law.  Dr.  Amundson  moved  that  the  Commission 
recommend  to  the  Council  the  endorsement  of  the  concept 
of  this  type  of  insurance  program  and  that  the  information 
be  provided  to  the  membership  of  the  South  Dakota  State 
Medical  Association.  The  motion  was  seconded  and  carried. 

Dr.  Paul  Hohm  then  discussed  the  HSA  developments 
in  South  Dakota  and  explained  the  relationship  between 
the  various  Councils  and  Departments  of  State  and  Federal 
government.  Dr.  Sattler  discussed  the  role  of  the  State 
Medical  Association  in  planning  procedures  and  related 
activities  in  the  State  of  South  Dakota. 

A resolution  concerning  the  establishment  of  a new 
Department  of  Research  and  Development  was  discussed. 
Dr.  Amundson  moved  that  the  resolution  be  accepted  and 
submitted  to  the  Council  and  the  House  of  Delegates  at 
the  1977  annual  meeting.  The  motion  was  seconded  and 
Dr.  Stoltz  moved  to  amend  the  motion  to  provide  a dues 
increase  of  $70  to  be  effective  January  1,  1978.  This 
motion  was  seconded.  A vote  was  taken  on  the  amendment 
and  it  was  passed.  A vote  was  taken  on  the  original 
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motion  as  amended  and  it  carried.  The  resolution  will  be 
presented  to  the  Council  and  House  of  Delegates  at  the 
1977  annual  meeting. 

The  meeting  adjourned  at  6 p.m. 

A discussion  was  held  concerning  the  requirements  of 
the  1974  ERISA  Act  and  the  proposal  from  Harold  Diers 
Company  to  offer  an  insurance  program  to  physicians  and 
clinics  in  South  Dakota  which  would  provide  protection  in 
compliance  with  this  law.  Dr.  Tracy  moved  that  the 
Council  endorse  the  concept  of  such  an  insurance  program 
as  proposed  by  Harold  Diers  Company.  The  motion  was 
seconded  by  Dr.  Taylor  and  carried.  The  Council  con- 
sidered that  section  of  the  Commission  report  pertaining 
to  the  establishment  of  a Department  of  Research  and 
Development  and  recommending  a dues  increase  of  $70 
annually  effective  January  1,  1978. 

RESOLUTION 

TO:  Council 

FROM:  Commission  on  Internal  Affairs,  Communications 
and  Liaison 

SUBJECT:  Dues  Increase 

WHEREAS,  the  activities  of  the  Federal  Government  and 
State  Government  in  the  areas  of  health  care 
delivery,  welfare  programs,  medical  care  costs 
and  third  party  payors  has  increased  tre- 
mendously in  recent  years,  and 
WHEREAS,  the  Medical  Association,  and  the  individual 
doctor,  is  being  requested  to  participate  in 
planning  and  development  of  these  programs 
and  grants  such  as  the  Health  Service  Agency 
and  Linkage  Project,  and 

WHEREAS,  our  input  must  be  based  on  factual  data  and 
valid  statistics,  and  is  vital  to  maintain  our 
knowledge  of  the  development  of  these  pro- 
grams, and 

WHEREAS,  the  existing  staff  of  the  Medical  Association, 
or  the  individual  practicing  doctor,  is  unable 
to  devote  the  required  time  and  effort  to 
develop  this  voluminous  material,  and  back- 
ground information, 

THEREFORE  BE  IT  RESOLVED,  that  the  House  of 
Delegates  authorize  the  establishment  of  a 
Department  of  Research  and  Development 
within  the  South  Dakota  State  Medical  As- 
sociation, and 

BE  IT  FURTHER  RESOLVED,  that  the  House  of  Dele- 
gates of  the  South  Dakota  State  Medical  As- 
sociation approve  a dues  increase  of  $70.00 
to  finance  this  Department;  such  increase  to 
be  effective  January  1,  1978. 

Dr.  Tracy  moved  that  the  Council  amend  the  resolution 
to  approve  a dues  increase  of  $100  per  member  per  year 
effective  January  1,  1978.  The  motion  was  seconded  by 
Dr.  Millea  and  carried.  Dr.  Reaney  moved  that  the 
resolution  as  amended  be  submitted  to  the  House  of 
Delegates  for  consideration  and  action.  The  motion  was 
seconded  by  Dr.  Lushbough  and  carried.  Dr.  Tracy  moved 
that  the  Council  accept  the  report  of  the  Commission  on 
Internal  Affairs,  Communications  and  Liaison  as  amended. 
The  motion  was  seconded  by  Dr.  Aspaas  and  carried. 

Dr.  Saylor  gave  an  oral  report  for  the  Commission  on 
Medical  Service  for  the  Council’s  information.  He  reviewed 
the  actions  taken  at  the  May  5 meeting  with  Emergency 
Medical  Service  representatives  and  stated  that  the  recom- 
mendations from  the  April  Council  meeting  were  related 
to  those  in  attendance  and  will  be  implemented.  Dr.  Saylor 
briefly  reviewed  a questionnaire  received  from  the  Depart- 
ment of  Allied  Health  at  the  University  of  South  Dakota 
and  stated  this  would  be  considered  by  the  Commission 
and  a recommendation  made  to  the  Council  at  the  fall 


meeting.  Dr.  Leigh  moved  that  the  Council  accept  the 
report  of  the  Commission  on  Medical  Service.  The  motion 
was  seconded  by  Dr.  Taylor  and  carried. 

The  Council  reviewed  the  resolution  submitted  by  the 
State  Utilization  and  Insurance  Review  Committee. 

RESOLUTION 

TO:  Council 

FROM:  State  Utilization  and  Insurance  Review  Committee 
SUBJECT:  Continued  Functioning  of  Committee 
WHEREAS,  the  State  Utilization  and  Insurance  Review 
Committee  has  reviewed  cases  at  the  request 
of  insurance  companies,  physicians  and  pa- 
tients, and 

WHEREAS,  the  Committee  has  endeavored  to  review  all 
cases  fairly  and  on  an  impartial  basis  and 
has  always  functioned,  keeping  paramount  in 
its  deliberations  the  good  of  the  people  of 
South  Dakota  and  the  profession  they  have 
served,  and  feel  that  in  so  doing  they  have 
not  violated  any  state  or  federal  laws,  and 
WHEREAS,  recent  actions  taken  by  the  Federal  Trade 
Commission  have  caused  other  state  asso- 
ciations to  discontinue  review  activities, 
THEREFORE  BE  IT  RESOLVED,  that  the  State  Utiliza- 
tion and  Insurance  Review  Committee  request 
the  Council  of  the  South  Dakota  State  Medi- 
cal Association  to  consider  potential  actions 
against  the  State  Association  by  federal 
government  agencies  and  make  a determina- 
tion as  to  the  continued  functioning  of  the 
State  Utilization  and  Insurance  Review  Com- 
mittee. Although  this  resolution  is  sent  with 
great  regret  we  feel  the  Council  must  con- 
sider the  best  interest  of  the  members  of  the 
South  Dakota  State  Medical  Association. 

Dr.  Tracy  moved  that  the  function  of  the  State  Utilization 
and  Insurance  Review  Committee  be  discontinued.  The 
motion  was  seconded  by  Dr.  Harris  and  carried. 

Dr.  Leigh  reported  on  the  Executive  Committee  con- 
ference call  and  action  taken  to  rescind  use  of  the  Rela- 
tive Value  Study. 

EXECUTIVE  COMMISSION  CONFERENCE  CALL 

The  Executive  Commission  of  the  South  Dakota  State 
Medical  Association  adopted  the  following  resolution  on 
May  5,  1977. 

WHEREAS,  the  South  Dakota  Relative  Value  Index  of 
1975  was  compiled  by  a committee  of  the 
South  Dakota  State  Medical  Association;  and 
WHEREAS,  The  South  Dakota  Relative  Value  Index  of 
1964  was  compiled  by  a committee  of  the 
Association  and  was  formally  adopted  by  the 
Association;  and 

WHEREAS,  neither  Relative  Value  Index  was  intended  to 
be  used  as  a fee  schedule,  nor  for  any  purpose 
contrary  to  the  anti-trust  laws  of  the  United 
States,  and  neither  has  been  so  used;  and 
WHEREAS,  the  Relative  Value  Indices  of  Minnesota  and 
other  states  have  become  subject  to  allega- 
tions of  violation  of  the  anti-trust  laws  of 
the  United  States;  and 

WHEREAS,  it  would  be  economically  infeasible  for  the 
Association  to  defend  or  otherwise  become 
involved  in  any  such  litigation,  notwith- 
standing the  legal  purpose  and  use  of  such 
Relative  Value  Indices  by  the  Association 
and  its  members; 

NOW  THEREFORE  BE  IT  RESOLVED  by  the  South 
Dakota  State  Medical  Association: 
a.  That  the  South  Dakota  Relative  Value 
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Index  of  1975,  never  having  been  formally 
adopted  by  the  Association,  is  hereby  dis- 
affirmed and  rejected  by  the  Association; 

b.  That  the  South  Dakota  Relative  Value 
Index  of  1964  is  hereby  revoked; 

c.  That  all  members  of  the  Association  and 
all  recipients  of  the  Relative  Value  Indices 
are  hereby  admonished  to  refrain  from 
using  either  of  the  aforesaid  Relative 
Value  Indices;  and 

d.  That  all  members  of  the  Association  and 
all  Relative  Value  Index  recipients  be 
forthwith  advised  of  the  position  of  the 
Association  set  forth  in  this  Resolution. 

Adopted  this  5th  day  of  May,  1977. 

This  Action  was  necessitated  by  recent  activities  on  the 
part  of  the  Federal  Trade  Commission  against  other  spe- 
cialty societies  and  state  associations  who  have  relative 
value  studies  similar  to  ours.  Although  the  Association 
does  not  feel  that  we  have  in  any  way  violated  any  of  the 
laws  of  the  United  States,  we  feel  that  it  would  be  im- 
possible financially  for  our  Association  to  defend  any  such 
action  alone. 

Dr.  Barrett  moved  that  the  Council  approve  and  support 
the  action  of  the  Executive  Committee  to  rescind  the 
Relative  Value  Study.  The  motion  was  seconded  by  Dr. 
Lushbough  and  carried. 

Mr.  Johnson  briefly  reported  on  the  May  21  meeting 
of  the  Ad  Hoc  Committee  on  Graduate  Medical  Education 
and  stated  additional  meetings  will  be  held  in  July  and 
August,  after  which  recommendations  will  be  submitted 
for  the  Council’s  consideration.  Dr.  Lang  moved  that  the 
Council  accept  this  report  and  await  the  recommendations 
of  the  Ad  Hoc  Committee  prior  to  taking  any  action. 
The  motion  was  seconded  by  Dr.  Ryan  and  carried. 

The  Council  reviewed  the  report  from  Dr.  E.  W. 
Sanderson  concerning  the  proposed  federal  grant  for  state- 
wide coordination  of  hypertension  control.  The  Council 
was  informed  that  the  deadline  for  applying  for  these 
grant  funds  has  passed  and  the  State  Health  Department 
did  not  apply  this  year;  however,  additional  planning  will 
be  done  by  the  Health  Department  and  they  may  apply  for 
the  grant  next  year.  Dr.  Tracy  moved  that  the  Council 
accept  the  report  submitted  by  Dr.  Sanderson.  The  motion 
was  seconded  by  Dr.  Reaney  and  carried. 

The  Council  considered  a request  from  the  Governor 
that  the  Association  recommend  an  appointment  to  the 
State  Board  of  Examiners  for  Nursing  Home  Adminis- 
trators. Dr.  Tracy  moved  that  Dr.  T.  J.  Wrage  be  recom- 
mended to  the  Governor  for  appointment  to  the  State 
Board  of  Examiners  for  Nursing  Home  Administrators. 
The  motion  was  seconded  by  Dr.  Harris  and  carried.  The 
Council  directed  the  executive  office  to  submit  this  recom- 
mendation to  the  Governor  along  with  Dr.  Wrage’s 
credentials. 

Dr.  Quinn,  as  the  liaison  between  the  Medical  School 
and  the  State  Association,  discussed  the  proposal  from  the 
Medical  School  for  development  of  Area  Health  Educa- 
tional Centers  for  South  Dakota,  such  center  to  include  four 
regions,  and  the  primary  purpose  to  assist  in  the  establish- 
ment of  a family  practice  residency  program  in  Rapid 
City  and  development  of  allied  health  programs.  He  stated 
that  grant  proposals  will  be  finalized  for  these  purposes  in 
the  near  future.  Following  discussion  Dr.  Tracy  moved  that 
the  grant  proposals  be  referred  to  the  appropriate  com- 
mittee for  study  and  recommendation  as  soon  as  they 
are  in  final  form.  The  motion  was  seconded  by  Dr.  Taylor 
and  carried. 

The  Council  reviewed  the  membership  of  the  South 
Dakota  Board  of  Basic  Science  Examiners.  Dr.  Gerber 
moved  that  the  Council  recommend  the  reappointment  of 


Raymond  J.  Lynn.  Ph.D.  for  a three  year  term  on  the 
Board.  The  motion  was  seconded  by  Dr.  Taylor  and 
carried. 

The  Council  reviewed  the  letter  submitted  by  Dr.  E.  H. 
Heinrichs  requesting  that  the  State  Association  develop  a 
definition  of  death  which  can  be  submitted  to  the  Legis- 
lature in  1978.  Following  a lengthy  discussion.  Dr.  Tracy 
moved  that  Dr.  Heinrichs  be  appointed  chairman  of  a 
special  committee  to  develop  a recommendation  for  the 
next  legislative  session  with  regard  to  a definition  of  death, 
and  as  chairman,  appoint  the  members  of  the  committee, 
and  report  back  to  the  Council  for  appropriate  action. 
The  motion  was  seconded  by  Dr.  Harris  and  carried. 
Vote:  11  for,  6 opposed. 

Mr.  Johnson  discussed  a request  from  the  State  Hospital 
Association  that  the  State  Medical  Association  join  with 
them  in  preparing  a booklet  on  physician  recruitment  for 
South  Dakota  which  can  be  provided  to  communities  in 
our  state,  such  booklet  to  be  similar  to  that  published  by 
Minnesota  and  funded  through  the  Public  Health  Trust 
Fund  or  other  sources,  not  the  State  Association.  Dr. 
Barrett  moved  that  the  Council  give  tentative  approval  to 
the  physician  recruitment  booklet  and  that  the  final  draft 
be  submitted  to  the  appropriate  commission  for  review 
prior  to  final  endorsement.  The  motion  was  seconded  by 
Dr.  Bartron  and  carried.  Vote:  15  for;  1 opposed. 

The  Council  considered  the  resignation  of  Dr.  B.  O. 
Lindbloom  from  the  Board  of  Directors  of  the  South 
Dakota  Medical  School  Endowment  Association.  Dr.  Lush- 
bough moved  to  leave  the  position  vacant  until  the  time  of 
the  regular  annual  appointment  in  January.  The  motion 
was  seconded  by  Dr.  Reaney  and  carried. 

Dr.  Leigh  submitted  a resolution  to  the  Council  with 
regard  to  the  Hospital  Cost  Containment  Act.  1977. 

RESOLUTION 

TO:  House  of  Delegates 

South  Dakota  State  Medical  Association 

FROM:  The  Council 

SUBJECT:  Hospital  Cost  Containment  Act  of  1977 

HR  6575  -S  1391 

WHEREAS,  President  Carter  has  caused  to  be  introduced 
HR  6575  - S 1391,  more  commonly  referred 
to  as  “The  Hospital  Cost  Containment  Act 
of  1977,”  and 

WHEREAS,  the  enactment  of  this  legislation  would  place 
an  artificial  ceiling  on  hospital  revenue  with- 
out in  any  way  addressing  the  inflationary 
costs  experienced  by  hospitals  in  the  goods 
and  services  they  must  purchase,  and 
WHEREAS,  this  legislation  is  in  direct  conflict  with  the 
free  enterprise  system  which  has  provided 
this  country  with  the  highest  quality  medical 
care  of  any  country  in  the  world,  and 
WHEREAS,  enactment  of  this  proposal  in  its  present  form 
would  have  serious  adverse  effects  on  the 
quality,  and  availability,  of  medical  and  hos- 
pital services  in  South  Dakota, 

THEREFORE  BE  IT  RESOLVED,  that  the  South  Dakota 
State  Medical  Association  voice  its  strong 
opposition  to  HR  6575  - S 1391  and  that 
copies  of  this  resolution  be  provided  to  mem- 
bers of  the  South  Dakota  Congressional 
Delegation. 

Dr.  Barlow  moved  that  the  resolution  be  submitted  to 
the  House  of  Delegates  for  consideration.  The  motion  was 
seconded  by  Dr.  Taylor  and  carried. 

Dr.  Swanson  discussed  information  he  received  con- 
cerning a van  which  will  be  in  South  Dakota  and  which 
will  provide  examinations  for  a fee  of  $69  per  person. 
Dr.  Gerber  moved  that  the  State  Association  withhold 
endorsement  of  the  proposed  program.  The  motion  was 
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seconded  by  Dr.  Harris.  Dr.  Tracy  moved  that  the  motion 
be  amended  to  include  that  the  Council  recommend  to  the 
State  Health  Department  that  they  investigate  this  opera- 
tion and  deny  endorsement  of  this  program.  The  motion 
was  seconded  by  Dr.  Barrett  and  carried.  The  motion  as 
amended  was  carried. 

For  the  information  of  the  Council  Dr.  Saylor  indicated 
he  would  attend  a hospital  district  meeting  in  Aberdeen 
on  June  2,  to  provide  information  to  those  in  attendance 
on  the  State  Medical  Association’s  position  and  action 
taken  with  regard  to  development  of  the  Emergency  Medi- 
cal Service  Program  in  South  Dakota. 

For  the  Council’s  information  Mr.  Johnson  reviewed  a 
letter  he  received  indicating  that  Dr.  E.  H.  Heinrichs  will 
be  moving  to  Vermillion  and  will  be  employed  as  the 
University  of  South  Dakota  Director  of  Student  Health. 

Dr.  Sattler  briefly  reviewed  information  on  the  Internal 
Medicine  residency  grant  proposal  submitted  to  the  Ad 
Hoc  Committee  on  Graduate  Medical  Education  by  Dr. 
Talley.  He  stated  this  grant  would  assist  in  the  develop- 
ment of  the  internal  medicine  residency  program  at  the 
Veterans  Administration  in  Sioux  Falls  through  the  USD 
Medical  School  and  indicated  that  time  prohibited  this 
from  being  reviewed  by  the  Association’s  special  com- 
mittee to  review  grant  proposals. 

Dr.  Tracy  reported  that  the  State  Health  Department 
without  physician  consultation  discontinued  the  Northeast 
South  Dakota  Tuberculosis  Association  film  review  pro- 
gram for  Redfield  State  Hospital  and  the  Sisseton  Indian 
Hospital.  Dr.  Tracy  moved  that  the  Council  request  that 
the  State  Health  Department  neither  institute  nor  discon- 
tinue medical  programs  in  South  Dakota  without  the  ad- 
vice of  the  State  Medical  Association  or  its  liaison  com- 
mittee. The  motion  was  seconded  by  Dr.  Gerber  and 
carried. 

Dr.  Ryan  moved  that  the  meeting  adjourn.  The  motion 
was  seconded  by  Dr.  Aspaas  and  carried. 


MINUTES  OF  THE  SECOND  COUNCIL  MEETING 
10:45  A.M.  Holiday  Inn 

Sunday,  June  5,  1977  Aberdeen,  South  Dakota 

The  meeting  was  called  to  order  by  C.  L.  Swanson, 

M. D.,  Chairman.  Those  present  for  roll  call  were  Doctors 
James  Ryan,  Russell  Harris,  Duane  Reaney,  Joseph  Hamm, 
W.  R.  Taylor,  G.  E.  Tracy,  Winston  Odland,  Fred  Leigh, 
B.  C.  Gerber,  G.  R.  Bartron,  Bruce  Lushbough.  R.  C. 
Jahraus,  David  Buchanan,  Harvard  Lewis,  W.  O.  Rossing, 
Durward  Lang,  John  Barlow,  P.  K.  Aspaas,  Roger  Millea, 

N.  R.  Whitney,  R.  L.  Stiehl,  Eldon  Bell  and  Commission 
Chairman  Howard  Saylor. 

Dr.  Buchanan  moved  to  dispense  with  the  reading  of 
the  minutes  of  the  previous  meeting  inasmuch  as  they 
will  be  published.  The  motion  was  seconded  by  Dr.  Lang 
and  carried. 

Dr.  Swanson  congratulated  Dr.  Reaney  on  becoming 
the  new  vice  president  and  welcomed  Dr.  Jahraus  as  a 
member  of  the  Council.  Dr.  Lushbough  moved  that  the 
Council  express  its  appreciation  to  Dr.  Swanson  for  his 
years  of  service  on  the  Council  and  as  Chairman  of  the 
Council.  The  motion  was  seconded  by  Dr.  Stiehl  and 
carried. 

The  chair  called  for  nominations  for  Chairman  of  the 
Council.  Dr.  Aspaas  nominated  Dr.  Lang.  Dr.  Odland 
nominated  Dr.  Lushbough.  A secret  ballot  was  cast  and 
Dr.  Lushbough  was  declared  Chairman  of  the  Council. 

The  Council  reviewed  the  recommendation  from  the 
Grievance  Committee  that  the  State  Board  of  Medical 
and  Osteopathic  Examiners  receive  reports  and  work  with 
the  Division  on  Drugs  in  cases  of  drug  prescription  abuse 
by  physicians  in  South  Dakota.  Dr.  Gerber  moved  that  the 
Council  accept  the  recommendation  of  the  Grievance 
Committee.  The  motion  was  seconded  by  Dr.  Lewis  and 
carried. 

Dr.  Odland  briefly  reported  on  the  EENT  Society  meet- 
ing and  discussion  with  regard  to  problems  involving 
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optometrists.  He  reported  a statement  will  be  prepared  for 
the  Council’s  consideration  at  a future  meeting  concerning 
this  matter. 

The  Council  reviewed  the  proposed  schedule  of  meetings 
for  the  coming  year. 

PROPOSED  SDSMA  MEETING 
SCHEDULE  FOR  1977-1978 

Friday  and  Saturday,  October  7,  8,  1977 — Council  Meeting 

Saturday,  January  7,  1978 — Council  Meeting 

Friday  and  Saturday,  April  14,  15,  1978 — Council  Meeting 

Dr.  Bell  moved  that  the  Council  approve  the  schedule 
as  proposed.  The  motion  was  seconded  by  Dr.  Buchanan 
and  carried. 

The  Council  briefly  discussed  possibilities  open  to  the 
Association  with  regard  to  adequate  office  space  inasmuch 
as  the  staff  will  be  increasing  as  directed  by  the  House  of 
Delegates  and  with  the  increase  in  staff  for  the  Foundation 
for  Medical  Care.  Dr.  Bartron  moved  that  the  Council 
authorize  the  executive  secretary  to  explore  the  possibility 
of  reacquiring  the  previous  Medical  Association  building 
and  report  back  to  the  Council.  The  motion  was  seconded 
by  Dr.  Bell  and  carried. 

A discussion  was  held  with  regard  to  appointing  a new 
student  councilor  inasmuch  as  the  previous  student  coun- 
cilor has  graduated.  Mr.  Johnson  reported  that  he  has 
written  to  Dr.  Rinker  at  the  School  of  Medicine  requesting 
information  on  the  appropriate  procedure  for  selecting  a 
new  student  councilor  and  student  commission  members. 

A discussion  was  held  with  regard  to  the  hiring  of 
additional  staff  to  establish  the  Department  of  Research 
and  Development.  Dr.  Leigh  moved  that  the  hiring  of 
additional  staff  for  the  Association  be  left  to  the  discretion 
of  Mr.  Johnson  as  executive  secretary.  The  motion  was 
seconded  by  Dr.  Rossing  and  carried. 

The  meeting  adjourned  at  11:30  a.m. 

MINUTES  OF  THE  FIRST  HOUSE  OF 
DELEGATES  MEETING 

8:30  A.M.  Holiday  Inn 

Thursday,  June  2,  1977  Aberdeen,  South  Dakota 

The  meeting  was  called  to  order  at  8:30  a.m.  by 
Winston  Odland,  M.D.,  Speaker  of  the  House.  Mr.  Robert 
Johnson,  Executive  Secretary,  called  the  roll.  The  following 
officers,  councilors,  delegates  and  alternate  delegates  were 
present:  Drs.  Fred  Leigh,  James  Ryan,  Russell  Harris, 
Joseph  Hamm,  W.  R.  Taylor,  G.  E.  Tracy,  Winston 
Odland,  G.  Robert  Bartron,  Bruce  Lushbough,  C.  L. 
Swanson,  David  Buchanan,  Paul  Aspaas,  Durward  Lang, 
William  Rossing,  D.  L.  Ensberg,  Duane  Reaney,  A.  J. 
Barrett,  William  Jones,  Roger  Millea,  Robert  L.  Stiehl, 
Eldon  Bell,  A.  J.  Janusz,  James  Hovland,  John  Christopher, 
James  Larson,  James  Rud,  Werner  Klar,  A.  A.  Lampert, 
Jr.,  M.  R.  Cosand,  Roscoe  Dean,  E.  A.  Hofer,  Richard 
Gere,  Charles  Monson,  T.  A.  Angelos,  L.  J.  Hyland,  R.  E. 
Gunnarson,  E.  D.  Kemp,  Guy  Tam,  Bill  Church,  W.  A. 
Boade,  Dennis  Johnson,  H.  A.  Saloum,  H.  Fletcher,  R.  I. 
Porter,  A.  J.  Javurek,  R.  D.  Bloemendaal,  G.  F.  Wood, 
Michael  Brown,  Bruce  Allen,  E.  P.  Sweet,  James  Wunder 
and  E.  A.  Johnson. 

Dr.  Bloemendaal  moved  to  dispense  with  the  reading  of 
the  minutes  of  the  previous  meeting  inasmuch  as  they 
have  been  published  in  the  South  Dakota  Journal  of 
Medicine.  The  motion  was  seconded  and  carried. 

Dr.  Odland  announced  that  G.  Robert  Bartron,  M.D. 
would  act  as  parliamentarian  for  the  House  of  Delegates. 

Dr.  Odland  announced  the  appointments  to  the  Nominat- 
ing Committee  which  were  made  by  the  president,  Fred 
Leigh,  M.D.  Those  appointments  are  as  follows: 

District  1 — William  Taylor,  M.D. 

District  2— James  Larson,  M.D. 

District  3 — Bruce  Lushbough,  M.D.,  Chairman 


District  4 — R.  C.  Jahraus,  M.D. 

District  5 — David  Buchanan,  M.D. 

District  6 — Charles  Monson,  M.D. 

District  7 — Denny  Ortmeier,  M.D. 

District  8 — Harold  Fletcher,  M.D. 

District  9 — A.  J.  Barrett,  M.D. 

District  10 — E.  P.  Sweet,  M.D. 

District  1 1 — James  Wunder,  M.D. 

District  12 — E.  A.  Johnson,  M.D. 

Dr.  Odland  then  announced  his  appointments  to  the  four 
reference  committees. 

Reference  Committee  on  Credentials,  Resolutions  and 
Memorials  and  Reports  of  Officers  and  Councilors 
Bill  Church,  M.D.,  Chairman 
T.  A.  Hohm,  M.D. 

R.  D.  Bloemendaal,  M.D. 

Reference  Committee  on  Reports  of  Commissions  on 
Medical  Service,  Legislation  and  Governmental  Relations 
Stephen  Haas,  M.D.,  Chairman 
Richard  Gere,  M.D. 

James  Wunder,  M.D. 

Reference  Committee  on  Reports  of  Commissions  on 
Scientific  Medicine,  Internal  Affairs,  Communications 
and  Liaison 

A.  J.  Janusz,  M.D.,  Chairman 
Richard  Gunnarson,  M.D. 

E.  A.  Johnson,  M.D. 

Reference  Committee  on  Reports  of  Special  Committees 
and  Miscellaneous  Business 

Bruce  Lushbough,  M.D.,  Chairman 
James  Rud,  M.D. 

Herbert  Saloum,  M.D. 

Mr.  Johnson  read  the  resolutions  which  have  been  re- 
ceived for  consideration  by  the  House  of  Delegates.  The 
resolutions  are  as  follows: 

RESOLUTION  #1 
TO:  House  of  Delegates 

South  Dakota  State  Medical  Association 
FROM:  Watertown  District  Medical  Society 

SUBJECT:  Hospital  Board — Medical  Staff  Relationships 

WHEREAS,  conflicts  between  the  Medical  Staffs  and  Hos- 
pital Boards  may  erupt  again  at  any  time, 
and 

WHEREAS,  it  is  our  belief  that  arbitration  can  solve  these 
conflicts  before  they  reach  the  courts,  and 
WHEREAS,  the  South  Dakota  State  Medical  Association 
has  supported  the  physicians  in  the  last  legal 
argument, 

THEREFORE  BE  IT  RESOLVED  THAT,  the  Speaker  of 
the  House  immediately  name  a Committee 
of  the  House  of  Delegates  to  contact  the 
South  Dakota  Hospital  Association  with  the 
aim  to  find  ways  and  means  to  arbitrate  con- 
flicts between  these  two  groups  for  the 
betterment  of  medical  care  in  the  State  of 
South  Dakota. 

(Adopted  as  amended.  See  minutes  of  Second  House  of 
Delegates  meeting) 


TO: 

FROM: 

SUBJECT: 

WHEREAS, 


WHEREAS, 


RESOLUTION  #2 
House  of  Delegates 

South  Dakota  State  Medical  Association 
The  Council 

Hospital  Cost  Containment  Act  of  1977 
HR  6575  - S 1391 

President  Carter  has  caused  to  be  introduced 
HR  6575  - S 1391,  more  commonly  referred 
to  as  “The  Hospital  Cost  Containment  Act 
of  1977”,  and 

the  enactment  of  this  legislation  would  place 
an  artificial  ceiling  on  hospital  revenue  with- 
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out  in  any  way  addressing  the  inflationary 
costs  experienced  by  hospitals  in  the  goods 
and  services  they  must  purchase,  and 
WHEREAS,  this  legislation  is  in  direct  conflict  with  the 
free  enterprise  system  which  has  provided 
this  country  with  the  highest  quality  medical 
care  of  any  country  in  the  world,  and 
WHEREAS,  enactment  of  this  proposal  in  its  present  form 
would  have  serious  adverse  effects  on  the 
quality,  and  availability,  of  medical  and  hos- 
pital services  in  South  Dakota, 

THEREFORE  BE  IT  RESOLVED,  that  the  South  Dakota 
State  Medical  Association  voice  its  strong 
opposition  to  HR  6575  - S 1391  and  that 
copies  of  this  resolution  be  provided  to 
members  of  the  South  Dakota  Congressional 
Delegation. 

(Adopted.  See  minutes  of  Second  House  of  Delegates 
meeting) 


RESOLUTION  #3 

TO:  House  of  Delegates 

South  Dakota  State  Medical  Association 

FROM:  The  Council 

SUBJECT:  Dues  Increase 

WHEREAS,  the  activities  of  the  Federal  Government  and 
State  Government  in  the  areas  of  health  care 
delivery,  welfare  programs,  medical  care  costs 
and  third  party  payors  has  increased  tre- 
mendously in  recent  years,  and 

WHEREAS,  the  Medical  Association,  and  the  individual 
doctor,  is  being  requested  to  participate  in 
planning  and  development  of  these  programs, 
and  grants  such  as  the  Health  Service  Agency 
and  Linkage  Project,  and 

WHEREAS,  our  input  must  be  based  on  factual  data  and 
valid  statistics,  and  is  vital  to  maintain  our 
knowledge  of  the  development  of  these  pro- 
grams, and 

WHEREAS,  the  existing  staff  of  the  Medical  Association, 
or  the  individual  practicing  doctor,  is  unable 
to  devote  the  required  time  and  effort  to 
develop  this  voluminous  material,  and  back- 
ground information, 

THEREFORE  BE  IT  RESOLVED,  that  the  House  of 
Delegates  authorize  the  establishment  of  a 
Department  of  Research  and  Development 
within  the  South  Dakota  State  Medical  As- 
sociation, and 

BE  IT  FURTHER  RESOLVED,  that  the  House  of  Dele- 
gates of  the  South  Dakota  State  Medical 
Association  approve  a dues  increase  of  $100 
to  finance  this  Department;  such  increase  to 
be  effective  January  1,  1978. 

(Adopted  as  amended.  See  minutes  of  Second  House  of 

Delegates  meeting) 


TO: 

FROM: 

SUBJECT: 

WHEREAS, 


WHEREAS, 


WHEREAS, 


RESOLUTION  #4 
House  of  Delegates 

South  Dakota  State  Medical  Association 
Ninth  District  Medical  Society 
Medicaid  Payments 

the  costs  of  medical  malpractice  are  con- 
tinuing to  increase  because  of  malpractice 
premium  costs,  increasing  salaries,  inflation, 
etc.,  and 

fees  paid  by  the  Department  of  Social  Welfare 
(Medicaid)  have  not  kept  pace  with  these 
costs,  and 

such  fees  have  not  been  changed  or  upgraded 
for  a number  of  years. 


THEREFORE  BE  IT  RESOLVED,  that  the  South  Dakota 
Medical  Association  through  an  appropriate 
committee,  initiate  a dialogue  with  the  Social 
Welfare  Department  for  the  purpose  of  re- 
viewing the  fees,  and  furthermore  that  such  a 
review  be  conducted  on  an  ongoing  basis, 
annually. 

(Adopted  as  amended.  See  minutes  of  Second  House  of 
Delegates  meeting) 


RESOLUTION  #5 
TO:  House  of  Delegates 

South  Dakota  State  Medical  Association 
FROM:  Second  District  Medical  Society 

SUBJECT:  Tuition  Waiver  Agreement 

WHEREAS,  the  South  Dakota  State  Medical  Association 
has  always  been  greatly  concerned  with  the 
problem  of  physician  manpower  in  our  State 
and  has  for  that  reason  supported  the  Four 
Year  Medical  School,  and 

WHEREAS,  the  Board  of  Regents  of  the  State  of  South 
Dakota  shares  this  concern  and  has  developed 
a Tuition  Waiver  Agreement  (as  published  on 
or  before  May  5,  1977)  in  order  to  encourage 
medical  students  to  practice  medicine  in  our 
State,  and 

WHEREAS,  said  Tuition  Waiver  Agreement  has  not  found 
the  support  of  the  medical  students  and 
might  fail  therefore  to  achieve  its  stated  ob- 
jectives, and 

WHEREAS,  said  Tuition  Waiver  Agreement  has  serious 
shortcomings  in  areas  of  definition,  variable 
interest  rates,  non-inclusion  of  pregnancy  into 
reasons  for  delayed  practice  start,  etc., 
THEREFORE  BE  IT  RESOLVED,  that  the  House  of 
Delegates  instructs  the  Medical  School  Liaison 
Committee  to  meet  soon  with  the  Medical 
Students  and  if  necessary  with  legal  counsel  to 
analyze  the  Tuition  Waiver  Agreement’s 
shortcomings,  and; 

BE  IT  FURTHER  RESOLVED,  that  the  Medical  School 
Liaison  Committee  thereafter  meets  with  the 
Board  of  Regents  at  their  next  regular  meet- 
ing in  order  to  negotiate  an  improved  and 
mutually  agreeable  Tuition  Waiver  Agree- 
ment. 

(Adopted.  See  minutes  of  Second  House  of  Delegates 
meeting.) 

Dr.  Odland  then  referred  the  resolutions  to  the  appro- 
priate reference  committee  for  study  and  recommendation 
as  follows: 

Resolution  #1  and  Resolution  #3  to  the  Reference  Com- 
mittee on  Reports  of  Special  Committees  and  Miscellaneous 
Business. 

Resolution  #4  to  the  Reference  Committee  on  Reports  of 
Commissions  on  Medical  Service  and  Legislation  and  Gov- 
ernmental Relations 

Resolution  #2  to  the  Reference  Committee  on  Reports  of 
Commissions  on  Scientific  Medicine  and  Communications, 
Internal  Affairs  and  Liaison 

Resolution  #5  to  the  Reference  Committee  on  Credentials, 
Resolutions  and  Memorials,  Reports  of  Officers  and 
Councilors. 

Dr.  Odland  made  a number  of  announcements  con- 
cerning the  schedule  for  the  annual  meeting. 

Fred  Leigh,  M.D.  spoke  briefly  to  the  members  of  the 
House  of  Delegates  concerning  the  activities  of  the  past 
year. 

Mr.  Johnson  also  reminded  the  delegates  of  various 
events  during  the  remainder  of  the  meeting. 

The  meeting  adjourned  at  9:00  a.m. 
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The  South  Dakota  State  Medical  Association  was  well  represented  by  Dr.  Bill  Taylor,  Delegate,  and  Dr. 
Gerald  Tracy,  Alternate  Delegate,  at  the  American  Medical  Association  meeting  in  San  Francisco.  Secretary 
of  Health  Califano  gave  his  views  on  the  government’s  methods  of  cost  control  for  health  care.  The  govern- 
ment wants  us,  the  health  care  provider,  to  give  more  and  better  health  care  at  less  cost.  An  interesting  com- 
parison can  be  made  between  medicine  and  the  energy  shortage.  The  government  handles  the  energy  shortage 
by  telling  people  they  must  consume  less  energy  but  pay  more  for  it.  The  medical  problem  is  expected  to  be 
handled  by  giving  more  medical  care  at  higher  quality  standards  for  less  money.  Inflationary  costs  of  govern- 
ment, labor  and  industry  are  all  right,  but  medicine  is  expected  not  to  be  compensated  for  the  same  increase 
in  cost  of  our  medical  practices. 

The  importance  of  belonging  to  the  State  Medical  Association  and  the  American  Medical  Association  is 
more  paramount  each  year.  The  government  is  rapidly  dictating  how  we  are  going  to  practice  medicine.  The 
medical  profession  must  get  more  involved  with  the  political  process.  We  have  to  work  to  get  candidates  from 
the  Republican  and  Democratic  parties  who  will  agree  with  our  philosophy  of  “free  enterprise”  in  “private 
medicine”.  The  administrative  staff  of  the  State  Medical  Association  is  being  enlarged  so  that  it  can  evaluate 
for  us  what  all  the  new  government  programs  and  regulations  mean  to  us.  I feel  responsible  for  evaluation  of 
the  State  Medical  Association’s  present  methods  of  informing  our  membership  of  government  policy.  We  have 
the  annual  meeting,  representatives  in  the  House  of  Delegates,  the  commission  members,  councilors  and  the  Ex- 
ecutive Commission  as  examples  of  well-established  methods  of  communications.  The  Grab  Bag  and  the  Jour- 
nal of  Medicine  are  being  sent  out,  but  are  you  reading  them?  Write  me  if  you  don't  feel  you  are  being  con- 
stantly informed.  Tell  me  what  you  think  is  wrong  with  the  State  Association’s  communication  system,  especial- 
ly how  you  feel  we  can  improve  our  communications.  If  I don’t  get  any  replies  I assume  everybody  is  happy 
and  won’t  pursue  this  area  of  concern  any  further. 

The  little  emblem  below  is  meant  to  remind  you  that  when  you  see  your  patients,  who  honor  you  with  their 
trust  and  confidence  for  their  care,  smile  and  say,  “have  a happy  day”.  Never  forget  the  power  of  personal 
warmth  and  concern  of  a physician  for  his  patients. 

Fraternally, 
James  E.  Ryan,  M.D.,  President 
South  Dakota  State  Medical  Association 


Have  a happy  day! 
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SECOND  MEETING  OF  THE 
HOUSE  OF  DELEGATES 


The  potential  for  extensive  estate  deple- 
tion exists  under  the  new  estate  and  gift 
tax  law. 

For  this  reason  our  attorneys  have  modified 
our  Financial  Analysis  Service.  Your  estate 
planning  advisors  should  find  this  revised 
format  very  helpful  in  assisting  you  to  solve 
your  estate  goals. 

A man’s  success  is  often  measured  by  the 
amount  he  can  borrow.  But,  when  he  dies, 
his  measure  of  success  is  now  the  amount 
his  widow  is  able  to  repay. 

To  reduce  the  unavoidable  costs  of  dying, 
why  not  consider  using  DISCOUNTED 
DOLLARS? 

You  have  the  right  to  know  in  terms  of 
dollar  bills: 

1)  what  the  cost  of  your  death  will  be, 

2)  what  the  remaining  value  of  your 
estate  will  be, 

3)  and  estate  planning  tools  that  you 

may  use  to  conserve  your  estate. 

Yes,  YOU  HAVE  A RIGHT  TO  KNOW  and 
the  Equitable  of  Iowa  Insurance  Company 
would  like  to  be  of  service  to  you. 


9:30  A.M.  Holiday  Inn 

Sunday,  June  5,  1977  Aberdeen,  South  Dakota 

The  meeting  was  called  to  order  by  Winston  Odland, 
M.D.,  Speaker  of  the  House. 

Present  for  roll  call  were  Doctors  Fred  Leigh,  James 
Ryan,  Russell  Harris,  Joseph  Hamm,  Winston  Odland, 
William  Taylor,  Gerald  Tracy,  Bernard  Gerber,  G.  Robert 
Bartron,  Bruce  Lushbough,  C.  L.  Swanson,  David  Buchan- 
an, Harvard  Lewis,  Paul  AspaaS,  Durward  Lang,  William 
Rossing,  John  Barlow,  Duane  Reaney,  A.  J.  Barrett,  N.  R. 
Whitney,  Roger  Millea,  Robert  Stiehl,  Eldon  Bell,  A.  J. 
Janusz,  James  Hovland,  John  Christopher,  James  Larson, 
James  Rud,  Werner  Klar,  A.  A.  Lampert,  Jr.,  L.  C. 
Askwig,  Howard  Saylor,  Emil  Hofer,  Richard  Gere,  Charles 
Monson,  T.  A.  Angelos,  R.  E.  Gunnarson,  E.  D.  Kemp, 
Guy  Tam,  Bill  Church,  W.  A.  Boade,  Dennis  Johnson, 
A.  J.  Hartzell,  H.  A.  Saloum,  Harold  Fletcher,  Clark 
Johnson,  G.  F.  Wood,  Michael  Brown,  Bruce  Allen,  C.  E. 
Tesar,  C.  B.  Gwinn,  E.  P.  Sweet,  James  Wunder  and  E.  A. 
Johnson. 

Dr.  Leigh  moved  to  dispense  with  the  reading  of  the 
minutes  of  the  previous  meeting  inasmuch  as  they  will  be 
published.  The  motion  was  seconded  by  Dr.  Tam  and 
carried. 

The  report  of  the  Nominating  Committee  was  read  by 
Dr.  Bruce  Lushbough. 


REPORT  OF  THE  NOMINATING  COMMITTEE 

The  Nominating  Committee  submits  the  following  recom- 
mendations for  the  consideration  of  the  House  of  Delegates: 


COUNCILORS 
Aberdeen  District  #1 
Watertown  District  #2 
Pierre  District  #4 
Sioux  Falls  District  #7 


Yankton  District  #8 
Black  Hills  District  #9 


B.  C.  Gerber,  M.D.  (3  year  term) 

G.  R.  Bartron,  M.D.  (3  year  term) 
R.  C.  Jahraus,  M.D.  (3  year  term) 

P.  K.  Aspaas,  M.D.  (3  year  term) 
John  F.  Barlow,  M.D.  (3  year  term) 
W.  O.  Rossing,  M.D.  (1  year  term) 
Frank  Messner,  M.D.  (3  year  term) 
Duane  Reaney,  M.D.  (2  year  term) 
A.  J.  Barrett,  M.D.  (3  year  term) 


ALTERNATE  COUNCILORS 

Aberdeen  District  #1  G.  H.  Steele,  M.D.  (3  year  term) 
Watertown  District  #2  James  Larson,  M.D.  (3  year  term) 
Pierre  District  #4  M.  R.  Cosand,  M.D.  (3  year  term) 
Sioux  Falls  District  #7  J.  S.  Devick,  M.D.  (3  year  term) 
Richard  Tschetter,  M.D.  (3  year 
term) 

Black  Hills  District  #9  Bruce  Allen,  M.D.  (3  year  term) 


OFFICERS 
President  Elect 
Vice  President 

Speaker  of  the  House 


Russell  Harris,  M.D. 
C.  L.  Swanson,  M.D. 
Duane  Reaney,  M.D. 
Winston  Odland,  M.D 


For  further  information,  write: 

Quentin  De  Saix  and  Associates 
Suite  316,  Security  Bldg. 

M 101  South  Main  Avenue 
^ ^ Sioux  Falls,  SD  57102 

(605)  336-3545 


EQUITABLE  OF  IOWA 


ANNUAL  MEETING  SITE 

1978 —  Sioux  Falls — June  8,  9,  10,  11 

1979 —  Rapid  City 

1980 —  Aberdeen 

Respectfully  submitted, 

Bruce  Lushbough,  M.D. 
Chairman 

NOMINATING  COMMITTEE 
Dr.  Millea  moved  to  accept  that  section  of  the  reference 
committee  report  pertaining  to  councilors  and  alternate 
councilors.  The  motion  was  seconded  by  Dr.  Klar  and 
carried. 

The  Speaker  called  for  nominations  from  the  floor  for 
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the  office  of  president  elect.  Dr.  Ryan  moved  that 
nominations  cease  and  a unanimous  ballot  be  cast  for  Dr. 
Russell  Harris.  The  motion  was  seconded  by  Dr.  Taylor 
and  carried. 

The  Speaker  called  for  nominations  from  the  floor  for 
the  office  of  vice  president.  Dr.  Saylor  moved  that  nomina- 
tions cease  and  a secret  ballot  cast.  The  motion  was  sec- 
onded by  Dr.  Aspaas  and  carried.  Dr.  Duane  Reaney  was 
declared  vice  president. 

The  Speaker  called  for  nominations  from  the  floor  for 
the  office  of  Speaker  of  the  House.  Dr.  Taylor  moved  that 
nominations  cease  and  a unanimous  ballot  be  cast  for  Dr. 
Winston  Odland.  The  motion  was  seconded  by  Dr.  Chris- 
topher and  carried. 

Dr.  Hamm  moved  to  accept  the  sites  for  upcoming 
annual  meetings  as  recommended  by  the  committee.  The 
motion  was  seconded  by  Dr.  Johnson  and  carried. 

Dr.  Odland  administered  the  Oath  of  Office  to  Dr.  James 
Ryan.  Dr.  Ryan  briefly  addressed  the  House,  encouraging 
physicians  to  become  actively  involved  in  Association  busi- 
ness and  asking  for  their  support  and  assistance  during 
his  year  as  president. 

Dr.  Odland  introduced  Dr.  John  Budd,  president  elect 
of  the  American  Medical  Association,  who  addressed  the 
House  of  Delegates.  Dr.  Budd’s  remarks  were  directed 
to  national  legislation  which  affects  physicians  and  to 
activities  undertaken  by  the  American  Medical  Association 
on  behalf  of  physicians.  He  encouraged  all  physicians  to 
become  members  of  the  American  Medical  Association  and 
to  be  missionaries  for  the  cause  of  physicians  and  pa- 
tients in  the  United  States. 

The  Report  of  the  Reference  Committee  on  Credentials, 
Resolutions  and  Memorials  and  Reports  of  Officers  and 
Councilors  was  read  by  Dr.  Bill  Church. 

REPORT  OF  THE  REFERENCE  COMMITTEE  ON 
CREDENTIALS,  RESOLUTIONS  AND  MEMORIALS 
AND  REPORTS  OF  OFFICERS  AND  COUNCILORS 

The  following  delegates,  alternates,  officers  and  coun- 
cilors of  the  South  Dakota  State  Medical  Association  were 
present:  Doctors  F.  D.  Leigh,  James  Ryan,  Russell  Harris, 
Joseph  Hamm,  Winston  Odland,  William  R.  Taylor,  G.  E. 
Tracy,  G.  R.  Bartron,  Bruce  Lushbough,  C.  L.  Swanson, 
David  Buchanan,  Paul  Aspaas,  Durward  Lang,  William 
Rossing,  D.  L.  Ensberg,  Duane  Reaney,  A.  J.  Barrett, 
William  Jones,  Roger  Millea,  Robert  L.  Stiehl,  Eldon 
Bell,  A.  Janusz,  James  Hovland,  John  Christopher,  James 
Larson,  James  Rud,  Werner  Klar,  A.  A.  Lampert,  Jr., 
M.  R.  Cosand,  Roscoe  Dean,  E.  A.  Hofer,  Richard  Gere, 
Charles  Monson,  T.  A.  Angelos,  L.  J.  Hyland,  R.  E. 
Gunnarson,  E.  D.  Kemp,  Guy  Tam,  Bill  Church,  Dennis 
Johnson,  W.  A.  Boade,  H.  A.  Saloum,  H.  Fletcher,  R.  I. 
Porter,  A.  Javurek,  R.  D.  Bloemendaal,  G.  F.  Wood, 
Michael  Brown,  Bruce  Allen,  E.  P.  Sweet,  James  Wunder 
and  E.  A.  Johnson. 

A quorum  was  present  for  the  meeting  of  the  House 
of  Delegates.  Total  registration  for  the  convention  is 
283,  including  165  physicians,  13  guests,  93  Auxiliary 
members,  10  sponsors,  and  2 physician  assistants. 

The  Committee  submits  the  following  resolution  for  the 
consideration  of  the  House  of  Delegates: 

WHEREAS,  The  Aberdeen  District  Medical  Society,  the 
Aberdeen  District  Auxiliary,  and  the  Huron 
District  Auxiliary  members  have  been  so 
thorough  in  making  arrangements  for  the 
success  of  the  combined  meeting  of  our  96th 
anniversary, 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Medical 
Association  give  its  voice  in  appreciation  and 
thanks  to  the  local  physicians  in  the  Aberdeen 
District  and  the  members  of  the  Aberdeen 


District  Auxiliary  and  the  Huron  District 
Auxiliary. 

WHEREAS,  The  management  of  the  Holiday  Inn  has 
been  so  cooperative  in  providing  facilities  for 
the  success  of  the  96th  annual  meeting  of  the 
South  Dakota  State  Medical  Association, 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Medical 
Association  extend  its  thanks  and  apprecia- 
tion to  the  Holiday  Inn. 

WHEREAS,  The  Chamber  of  Commerce  of  Aberdeen  has 
provided  excellent  assistance  in  making  it 
possible  for  the  success  of  the  working  ar- 
rangements, 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Medical 
Association  extend  its  thanks  and  apprecia- 
tion to  the  Aberdeen  Chamber  of  Commerce. 
WHEREAS,  The  Aberdeen  American  News,  The  Round- 
Up,  KDLO  and  KABY  have  been  most  co- 
operative in  presenting  the  public  news  of  the 
96th  annual  meeting  of  the  South  Dakota 
State  Medical  Association. 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Medical 
Association  extend  its  thanks  to  the  Aberdeen 
American  News,  The  Round  Up,  KABY-TV, 
and  KDLO-TV. 

WHEREAS,  The  Aberdeen  Country  Club  has  been  most 
cooperative  in  providing  facilities  for  the 
Friday  evening  buffet, 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Medical 
Association  extend  its  thanks  and  apprecia- 
tion to  the  Aberdeen  Country  Club. 

BE  IT  RESOLVED,  that  $50  be  donated  to  the  South 
Dakota  Medical  School  Endowment  Associa- 
tion in  memory  of  the  following  physicians 
who  died  during  the  past  year: 

H.  R.  Brown,  M.D.,  Watertown 

I.  R.  Salladay,  M.D.,  Ft.  Meade 
Richard  Steidler,  M.D.,  Mobridge 
L.  W.  Graff,  M.D.,  Britton 
James  Hopkins,  M.D.,  Sioux  Falls 
John  L.  Calene,  M.D.,  Aberdeen 
Paul  V.  McCarthy,  M.D.,  Aberdeen 
John  Murphy,  M.D.,  Mitchell 

The  Committee  reviewed  the  reports  of  the  officers  and 
councilors  and  approved  them  as  submitted. 

In  regard  to  the  report  of  the  President-Elect,  the  Com- 
mittee suggests  that  the  Grievance  Committee  be  charged 
with  studying  and  implementing  a solution  to  the  problem 
of  helping  the  disabled  physician. 

The  Committee  would  like  to  recognize  the  outstanding 
work  of  our  Executive  Secretary,  Robert  Johnson,  and 
commend  him  for  his  ability  to  perceive  the  threats  to 
physicians  and  the  private  practice  of  medicine,  also  for 
his  exemplary  performance  during  the  legislative  session. 

The  Committee  considered  the  Resolution  submitted  by 
the  Second  District  Medical  Society  concerning  the  Medical 
School  tuition  waiver  agreement.  The  Reference  Com- 
mittee recommends  the  adoption  of  this  resolution. 
Respectfully  submitted, 

REFERENCE  COMMITTEE  ON  CREDENTIALS, 
RESOLUTIONS  AND  REPORTS  OF  OFFICERS 
AND  COUNCILORS 
Bill  Church,  M.D.,  Chairman 
R.  D.  Bloemendaal,  M.D. 

T.  A.  Hohm,  M.D. 

Dr.  Barrett  moved  to  accept  the  Report  of  the  Reference 
Committee  on  Credentials,  Resolutions  and  Memorials  and 
Reports  of  Officers  and  Councilors.  The  motion  was  sec- 
onded by  Dr.  Monson  and  carried. 

The  Report  of  the  Reference  Committee  on  Reports  of 
the  Commission  on  Medical  Service  and  the  Commission 
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on  Legislation  and  Governmental  Relations  was  read  by 
Dr.  James  Wunder. 

REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  REPORTS  OF  THE  COMMISSION  ON 

MEDICAL  SERVICE  AND  THE  COMMISSION  ON 
LEGISLATION  AND  GOVERNMENTAL  RELATIONS 

The  Reference  Committee  carefully  reviewed  the  report 
of  the  Commission  on  Legislation  and  Governmental  Rela- 
tions and  recommends  acceptance  of  this  report.  The 
Reference  Committee  also  extends  its  congratulations  to 
the  Commission  on  its  excellent  record  on  behalf  of  the 
medical  profession  during  this  past  year. 

The  Reference  Committee  reviewed  the  report  of  the 
Commission  on  Medical  Service  in  depth  and  recommends 
acceptance  of  this  report.  The  Reference  Committee  ex- 
tends its  thanks  to  the  Commission  for  its  many  hours 
of  work  on  behalf  of  the  medical  profession. 

The  Reference  Committee  considered  the  resolution  sub- 
mitted from  the  Ninth  District  regarding  Medicaid  pay- 
ments to  physicians  and  recommended  acceptance  of  the 
following  substitute  resolution: 

WHEREAS,  the  general  inflationary  costs  have  increased 
substantially  to  all  providers  of  medical 
services,  and 

WHEREAS,  reimbursement  by  the  Department  of  Social 
Services  has  not  kept  pace  with  this  infla- 
tionary trend, 

THEREFORE  BE  IT  RESOLVED,  that  the  South  Dakota 
State  Medical  Association,  through  the  ap- 
propriate Committee  or  Commission,  initiate 
dialogue  with  the  Department  of  Social 
Services  to  review  this  and  other  mutual 
problems  facing  the  Department  of  Social 
Services  and  the  providers  of  medical  services. 
Respectfully  submitted, 

REFERENCE  COMMITTEE  ON  REPORTS  OF 
THE  COMMISSION  ON  MEDICAL  SERVICE 
AND  THE  COMMISSION  ON  LEGISLATION 
AND  GOVERNMENTAL  RELATIONS 
Stephen  Haas,  M.D.,  Chairman 
Richard  Gere,  M.D. 

James  Wunder,  M.D. 

Dr.  Buchanan  moved  to  accept  the  Report  of  the  Refer- 
ence Committee  on  Reports  of  the  Commission  on  Medical 
Service  and  the  Commission  on  Legislation  and  Govern- 
mental Relations.  The  motion  was  seconded  by  Dr.  Rud 
and  carried. 

The  Report  of  the  Reference  Committee  on  Reports  of 
the  Commissions  on  Scientific  Medicine,  Internal  Affairs, 
Communications  and  Liaison  was  read  by  Dr.  A.  J. 
Janusz. 


Now  leasing  both  cars 
and  trucks  to  help 
solve  your  total 
transportation  needs 
in  a professional 
manner. 


Contact:  Al  Borgen 

4200  WEST  TWELFTH 
P.  O.  DRAWER  P 

SIOUX  FALLS,  SOUTH  DAKOTA  57101 
(605)  336-1700 


REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  REPORTS  OF  THE  COMMISSIONS  ON 
SCIENTIFIC  MEDICINE,  INTERNAL  AFFAIRS, 
COMMUNICATIONS  AND  LIAISON 

The  Reference  Committee  considered  the  report  of  the 
Commission  on  Scientific  Medicine.  The  Reference  Com- 
mittee recommends  the  acceptance  of  the  report  of  the 
Commission  on  Scientific  Medicine. 

The  Reference  Committee  considered  the  report  of  the 
Commission  on  Internal  Affairs,  Communications  and 
Liaison.  The  Reference  Committee  recommends  the  ac- 
ceptance of  the  report  of  the  Commission  on  Internal 
Affairs,  Communications  and  Liaison. 

The  Reference  Committee  considered  the  resolution  sub- 
mitted by  the  Council  regarding  the  Hospital  Cost  Con- 
tainment Act  of  1977.  The  Reference  Committee  recom- 
mends adoption  of  this  resolution  and  distribution  of  the 
resolution  as  stated  therein. 

Respectfully  submitted, 

REFERENCE  COMMITTEE  ON  REPORTS  OF 
THE  COMMISSIONS  ON  SCIENTIFIC 
MEDICINE,  INTERNAL  AFFAIRS, 
COMMUNICATIONS  AND  LIAISON 
A.  J.  Janusz,  M.D.,  Chairman 
Richard  Gunnarson,  M.D. 

E.  A.  Johnson,  M.D. 

Dr.  Saylor  moved  to  accept  the  Report  of  the  Reference 
Committee  on  Reports  of  the  Commissions  on  Scientific 
Medicine,  Internal  Affairs,  Communications  and  Liaison. 
The  motion  was  seconded  by  Dr.  Barlow  and  carried. 

The  Report  of  the  Reference  Committee  on  Reports  of 
Special  Committees  and  Miscellaneous  Business  was  read 
by  Dr.  Bruce  Lushbough. 

REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  REPORTS  OF  SPECIAL  COMMITTEES 
AND  MISCELLANEOUS  BUSINESS 

The  Reference  Committee  reviewed  the  report  of  the 
Committee  for  Continuing  Medical  Education.  The  Com- 
mittee recommends  the  adoption  of  this  report. 

The  Reference  Committee  reviewed  the  report  of  the 
State  Utilization  and  Insurance  Review  Committee.  The 
Committee  recommends  the  adoption  of  this  report. 

The  Reference  Committee  reviewed  the  report  of  the 
Grievance  Committee.  The  Committee  recommends  the 
adoption  of  this  report. 

The  Reference  Committee  reviewed  the  report  of  the 
Committee  on  Long  Range  Planning.  The  Committee 
recommends  the  adoption  of  this  report. 

The  Reference  Committee  reviewed  the  report  of  the 
Commission  on  Professional  Liability.  We  commend  the 
Commission  on  their  outstanding  work  during  the  past  two 
years.  We  recommend  the  adoption  of  this  report. 

The  Reference  Committee  reviewed  the  report  of  the 
Endowment  Association.  The  Committee  recommends  the 
adoption  of  this  report. 

The  Reference  Committee  reviewed  the  report  of  the 
South  Dakota  Political  Action  Committee.  The  Committee 
recommends  the  adoption  of  this  report. 

The  Reference  Committee  reviewed  the  report  of  the 
Relative  Value  Study  Committee.  The  Committee  recom- 
mends the  adoption  of  this  report. 

The  Reference  Committee  reviewed  Resolution  #1,  sub- 
mitted by  the  Watertown  District  Medical  Society  con- 
cerning Hospital  Board-Medical  Staff  Relationships.  The 
Committee  recommends  that  the  resolution  be  amended 
to  read  as  follows: 

THEREFORE  BE  IT  RESOLVED,  that  the  Speaker  of  the 
House  immediately  charge  the  Commission  on  Internal 
Affairs,  Communication  and  Liaison  to  contact  the  South 
Dakota  Hospital  Association  with  the  aim  to  find  ways 
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and  means  to  arbitrate  conflicts  between  these  two  groups 
for  the  betterment  of  medical  care  in  the  State  of  South 
Dakota;  that  the  result  of  their  deliberations  be  presented 
to  the  Council  at  the  next  regular  meeting  of  that  body. 

The  Committee  recommends  the  adoption  of  Resolution 
#1,  as  amended. 

The  Committee  reviewed  Resolution  #3,  concerning  the 
proposed  dues  increase  to  finance  enlargement  of  the 
executive  office  staff.  This  resolution  was  presented  to  the 
House  of  Delegates  by  the  Council.  The  Committee  recom- 
mends that  the  resolution  be  amended  to  read  as  follows: 
THEREFORE  BE  IT  RESOLVED,  that  the  House  of 
Delegates  authorize  the  Executive  Secretary  to  expand  the 
staff  with  the  formation  of  a Department  of  Research 
and  Development  within  the  South  Dakota  State  Medical 
Association,  and 

BE  IT  FURTHER  RESOLVED,  that  the  House  of  Dele- 
gates of  the  South  Dakota  State  Medical  Association  approve 
a dues  increase  of  $100.00  to  finance  this  Department; 
such  initial  increase  to  be  effective  January  1,  1978. 

The  Reference  Committee  strongly,  and  without  reser- 
vation, recommends  the  adoption  of  Resolution  #3,  as 
amended. 

The  Committee  recommends  the  adoption  of  the  report 
of  the  Reference  Committee  on  Reports  of  Special  Com- 
mittees and  Miscellaneous  Business  as  a whole. 

Respectfully  submitted, 
REFERENCE  COMMITTEE 
ON  REPORTS  OF  SPECIAL 
COMMITTEES  AND 
MISCELLANEOUS  BUSINESS 
Bruce  Lushbough,  M.D.,  Chairman 
Herbert  Saloum,  M.D. 

James  A.  Rud,  M.D. 

Following  a brief  discussion  Dr.  Ryan  moved  to  delete 
that  section  of  the  report  of  the  Relative  Value  Study 
Committee  pertaining  to  inequities  in  the  report.  The  mo- 
tion was  seconded  by  Dr.  Hamm  and  carried. 

Dr.  Larson  moved  to  accept  the  Report  of  the  Reference 
Committee  on  Reports  of  Special  Committees  and  Mis- 
cellaneous Business  as  amended.  The  motion  was  sec- 
onded by  Dr.  Gere  and  carried. 

Dr.  Hamm  read  the  report  of  the  Budget  and  Audit 
Committee. 

MINUTES  OF  THE  BUDGET  AND  AUDIT 
COMMITTEE  MEETING 

3:30  P.M.  Holiday  Inn 

Saturday,  June  4,  1977  Aberdeen,  South  Dakota 

The  meeting  was  called  to  order  by  John  F.  Barlow, 
M.D.,  chairman.  Present  for  roll  call  were  Drs.  Barlow, 
Fred  Leigh,  James  Ryan,  Joseph  Hamm,  Russell  Harris  and 
Charles  Swanson.  Also  attending  the  meeting  were  Drs. 
W.  O.  Rossing  and  Myron  Jerde. 

The  Committee  reviewed  the  CPA  Audit  prepared  by 
Broeker  Hendrickson  Company.  All  items  contained  in  the 
audit  report  were  discussed  and  all  questions  answered. 
Dr.  Ryan  moved  that  the  CPA  Audit  be  accepted  as 
submitted.  The  motion  was  seconded  and  carried. 

The  Committee  then  reviewed  the  proposed  budget  as 
included  in  the  Handbook.  A discussion  was  held  on  the 
procedure  to  follow  if  the  proposed  dues  increase  is  ac- 
cepted by  the  House  of  Delegates.  It  was  determined  that 
if  the  dues  increase  is  adopted,  that  a revised  budget  be 
prepared  by  the  executive  office  and  provided  to  each 
officer,  councilor  and  delegate;  that  the  revised  budget 
show  the  additions  incurred  due  to  the  establishment  of  a 
new  department  within  the  State  Medical  Association 
framework  in  a manner  that  would  show  the  expenses  for 
the  expansion  separate  from  existing  expenditures.  Dr. 
Ryan  moved  that  the  proposed  budget  be  accepted  as 


corrected;  such  corrections  being  in  the  expenditures  for 
salary  and  fringe  benefits.  The  motion  was  seconded  and 
carried. 

Dr.  Hamm  moved  to  accept  the  report  of  the  Budget 
and  Audit  Committee.  The  motion  was  seconded  by  Dr. 
Harris  and  carried. 

Dr.  Odland  introduced  the  new  officers  of  the  South 
Dakota  State  Medical  Association  to  the  House  of  Dele- 
gates: James  Ryan,  M.D.,  president;  Russell  Harris,  M.D., 
president  elect;  Duane  Reaney,  M.D.,  vice  president; 
Winston  Odland,  M.D.,  speaker  of  the  House;  and  new 
councilor,  R.  C.  Jahraus,  M.D. 

Dr.  Leigh,  outgoing  president,  presented  the  gavel  to  the 
new  president.  Dr.  Ryan.  Dr.  Odland  expressed  his  thoughts 
with  regard  to  unity  within  the  Association.  Mr.  Johnson 
announced  the  Council  meeting  would  convene  immediately 
following  adjournment  of  the  House  in  the  Fireside  Room. 

Dr.  Millea  moved  to  adjourn  the  House  of  Delegates. 
The  motion  was  seconded  by  Dr.  Gerber  and  carried. 


MODERN  PRESS,  INC. 

A South  Dakota  Printer  interested  in  helping 
you  the  Physician  with  your  printing  needs. 
Please  contact  Modern  Press  if  you  need 
quality  letterheads,  envelopes,  business 
forms,  etc.  Call:  336-2377  or  Write: 

Modern  Press,  Inc. 

1209  West  Bailey 
Sioux  Falls,  S.D.  57104 


BE  THE  DOCTOR 
YOU  WANT  TO  BE. 


Today,  Navy  Medicine  gives  you  the  opportunity  to  be  the 
doctor  you  want  to  be.  We  offer  a challenging  practice  with 
a minimum  of  administrative  overhead.  Plus  excellent  facil- 
ities and  support  personnel. 

In  addition,  a Navy  practice  gives  you  time  to  spend  with 
your  family.  Associate  with  other  highly  motivated  phy- 
sicians. Further  your  schooling.  Even  enjoy  30  days'  paid 
vacation  every  year. 

All  this,  plus  a starting  salary  of  $30,000  or  more  a year, 
depending  on  your  experience. 

For  more  information,  contact: 

Jack  Knoblock,  Medical  Programs 
6910  Pacific  St,  Suite  400 
Omaha,  Ne  68106 
(402)  221-9386 
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PATIENT  PACKAGE  INSERTS:  A 
CONCEPT  WHOSE  TIME  HAS  COME? 


The  consumer’s  right  to  know  is  an  ir- 
reversible and  desirable  trend  of  the 
Seventies.  It  extends,  and  properly,  to  a 
patient's  right  to  know  more  about  his 
or  her  prescription  medications.  One 
way,  gaining  favor,  is  through  patient 
package  inserts.  Wisely-prepared  and 
properly  distributed  when  medically  in- 
dicated. they  could  markedly  improve 
patient  knowledge  and  drug  therapy— 
laudable  goals  by  anyone's  standards. 

The  PMA  endorses  these  goals  and 
will  work  with  government,  the  health 
professions  and  consumers  to  achieve 
them. 

The  Advantages 

The  concept  holds  promise  of  benefits: 
better  patient  understanding  of  the 
product  prescribed,  better  adherence 
to  the  treatment  plan,  and  more  aware- 
ness of  possible  side  reactions. 

Every  doctor  has  had  patients 
who  fail  to  finish  antibiotic  regimens 
because  they  feel  better.  Some  patients 
assume  that  if  one  tranquilizer  or 
analgesic  is  good,  two  may  be  twice  as 
good.  Still  others  fail  to  report  dizzi- 
ness while  on  antihypertensive  therapy 
—and  so  on. 

Problems  like  these  might  arise 
less  often  if  the  patient  received  writ- 
ten information  in  addition  to  verbal 
instructions.  Some  studies  suggest 
that  patients  are  more  receptive  to 
such  materials,  and  they  more  often 
understand  the  verbal  instructions  and 
follow  them,  when  inserts  are  used. 

The  Disadvantages 

There  are  also  some  potential  prob- 
lems. Obviously,  the  inserts  must  be 
clearly  phrased,  without  extraneous  or 
complex  detail.  How  much  information 


is  enough?  How  can  it  be  kept  current? 
Should  all  patients  receive  the  same 
information?  Should  inserts  be  in- 
cluded with  all  drugs?  Should  only 
potential  problems  be  listed  or  are 
patients  better  off  with  a “fair  balance” 
presentation  that  describes  usefulness 
as  well  as  drawbacks? 

These  and  similar  questions 
require  answers,  since  model  inserts 
have  yet  to  be  properly  developed  and 
tested.  Despite  the  need  for  these 
studies,  the  FDA  is  proceeding  pre- 
maturely with  inserts  on  selected 
products.  We  think  the  Congress  is  the 
only  place  where  the  matter  can  be 
given  the  proper  legal  status  and 
direction,  particularly  since  it  repre- 
sents a conceptual  change  in  the  legal, 
medical  and  social  framework  of  the 
nation’s  prescription  drug  information 
system. 

The  Solution 

The  PMA  believes  that  carefully- 
devised  pilot  studies  of  various  kinds 
of  inserts  are  needed.  They  should  be 
developed  and  implemented  with  full 
participation  by  doctors,  pharmacists, 
consumers,  communications  experts 
and  the  drug  industry.  Such  studies 
will  provide  reliable  pathways  to 
follow,  so  that  inserts  will  be  useful 
aids  to  medical  practice. 

And  particularly  we  think  that 
you  should  be  closely  involved  in  this 
debate  and  in  these  studies  and  deci- 
sions. Otherwise,  people  with  less 
experience  and  qualifications  may 
control  the  purposes,  content  and  use 
of  a tool  with  considerable  promise  for 
improved  patient  care.  It  could  make  a 
difference  in  your  practice  tomorrow, 
and  more  importantly,  in  the  health 
of  your  patients. 
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Lowell  Hyland,  M.  D.,  Sioux 
Falls,  and  Rodney  Parry,  M.  D., 
Sioux  Falls,  spoke  at  the  annual 
meeting  of  the  Dakota  Society  of 
Respiratory  Therapy. 

sfc  jjc  afe 

G.  Robert  Bartron,  M.  D.,  Water- 
town,  spoke  to  those  attending 
the  Regional  Medical  Records 
Association  meeting  in  Water- 
town. 

* * * * 


Clark  F.  Johnson,  M.D., 

Yankton,  died  at  age  59  fol- 
lowing an  apparent  heart  at- 
tack. Dr.  Johnson  graduated 
from  the  University  of  South 
Dakota  School  of  Medicine  in 
1941  and  received  his  M.D. 
degree  at  George  Washington 
University  School  of  Medicine, 
Washington,  D.C.  He  served 
in  the  Navy  during  World  War 
II  and  practiced  medicine 
briefly  in  Chicago  before  es- 
tablishing his  practice  in 
Yankton  in  1948  where  he  as- 
sociated with  the  Medical 
Clinic.  Dr.  Johnson  was  a for- 
mer mayor  of  Yankton  and 
served  as  city  commissioner.' 
He  was  on  the  faculty  of  the 
USD  School  of  Medicine,  a 
member  of  the  Yankton  Dis- 
trict, State  and  American 
Medical  Associations,  having 
served  as  a councilor  to  the 
State  Association  for  several 
years.  He  is  survived  by  his 
widow,  Elizabeth;  one  daugh- 
ter, Mary,  Yankton;  four  sons, 
Gene  and  Clark,  Topeka,  Kan- 
sas; Steve  and  Paul,  Yankton; 
two  brothers,  Alex  C.,  Water- 
town,  and  Douglas  D.,  Aber- 
deen, and  one  grandchild. 


Larry  L.  Wehrkamp,  M.  D.  has 
joined  James  Collins,  M.  D.  in 
the  practice  of  medicine  in  Hoven. 
Dr.  Wehrkamp  is  a graduate  of 
the  University  of  South  Dakota 
School  of  Medicine  and  Emory 
University  School  of  Medicine. 
He  interned  at  Sioux  Valley  Hos- 
pital, Sioux  Falls  and  completed 
two  years  of  surgical  residency 
at  Sacred  Heart  Hospital,  Yank- 
ton. 

* * * * 

During  the  annual  meeting  of  the 
South  Dakota  Blue  Shield  the 
following  new  members  were 
elected  to  the  Board  of  Directors: 
John  Stransky,  M.  D.,  Water- 
town,  and  Ralph  Nauman,  Get- 
tysburg. Re-elected  were  Paul 
Aspaas,  M.  D.,  Dell  Rapids,  and 
John  Olson,  Lennox. 


YOUR 

CONTRIBUTION 
TO  THE 

SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT 
FUND 
IS  NEEDED 


Blue  Cross  of  Western  Iowa  and 
South  Dakota  has  announced  the 
election  of  D.  G.  Ortmeier,  M.  D., 
Sioux  Falls,  to  its  Board  of  Di- 
rectors. 

* * * * 

The  McGreevy  Clinic,  Sioux 
Falls,  has  announced  the  associa- 
tion of  Gilbert  E.  English,  M.  D. 
and  John  G.  Langdon,  M.  D.  Dr. 

English  specializes  in  obstetrics 
and  gynecology  and  Dr.  Langdon 
specializes  in  internal  medicine. 
* * * 

At  the  Sertoma  International 
Convention  R.  B.  Leander,  M.  D., 
Sioux  Falls,  was  elected  to  serve 
on  the  Board  of  Trustees  of  the 
Sertoma  Foundation  for  Hearing 
and  Speech.  This  organization 
strives  to  locate  people  with 
hearing  difficulties  and  those  re- 
quiring speech  therapy. 

* * * 

John  T.  Murphy,  M.  D., 

Mitchell  radiologist,  died  in 
May.  Dr.  Murphy  graduated 
from  Marquette  University 
School  of  Medicine,  Milwau- 
kee, Wisconsin  in  1939.  He 
served  one  year  of  internship 
at  St.  Elizabeth  Hospital, 
Youngstown,  Ohio,  before  en- 
tering the  military  service.  He 
received  his  training  in  radi- 
ology in  Chicago  and  then 
practiced  in  Casper,  Wyoming 
for  one  year  prior  to  estab- 
lishing his  practice  in  Mitchell 
in  1950.  Dr.  Murphy  was  a 
member  of  the  Mitchell  Dis- 
trict, State  and  American 
Medical  Associations. 
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REPORT  OF  THE  PRESIDENT  OF  THE  SOUTH 
DAKOTA  STATE  MEDICAL  ASSOCIATION  AND 
CHAIRMAN  OF  THE  EXECUTIVE  COMMISSION 

Since  taking  office  in  June  of  1976,  this  has  been  a 
busy  and,  I hope,  a productive  year. 

As  President  of  the  SDSMA,  I attended  both  the  AMA 
meetings  in  Dallas  and  in  Philadelphia.  A previous  report 
to  you  was  included  in  my  President’s  Page. 

In  November  I attended,  and  was  on  the  program,  for 
the  North  Central  Medical  Conference  meeting  in  Minne- 
apolis. A previous  report  to  the  membership  has  been  sub- 
mitted. 

I was  in  attendance  at  the  four  Council  meetings  as  a 
member,  and  also  attended  all  the  Commission  meetings 
for  the  year  as  an  Ex-Officio  member. 

As  President,  I presided  at  several  meetings  of  the 
Executive  Commission.  These  have  been  duly  reported  to 
the  Council  and  published  in  the  South  Dakota  Journal  of 
Medicine. 

The  Long  Range  Planning  Committee  met,  and  here 
again,  I was  present  as  an  Ex-Officio  member. 

The  Physicians  Liability  Commission  had  two  meetings 
during  the  year.  We  were  also  involved  heavily  with 
legislation  at  the  legislative  session  in  January,  February 
and  March.  Reports  of  this  have  been  given  in  the  Grab 
Bag  and  my  President’s  Page. 

Our  Executive  Secretary  and  myself  visited  all  twelve 
District  Societies.  These  were  very  enjoyable  and  interesting 
to  me.  I hope  we  imparted  some  knowledge  of  the  State 
Association’s  workings  to  the  component  Districts. 

Representing  the  SDSMA,  I participated  in  a radio  pro- 
gram over  KUSD  on  rural  health  in  South  Dakota.  We 
are,  and  have  been,  involved  in  bringing  the  Voluntary 
Binding  Contractual  Arbitration  program  to  our  members. 
A panel  was  presented  to  Sioux  Falls  and  others  are 
planned. 

We  have  attempted  to  keep  abreast  of  National  Legisla- 
tion of  interest  to  all  of  us,  such  as  PSRO,  HSA,  the 
Talmadge  Bill,  FTC  rulings,  etc.  My  efforts  have  been  to 
keep  all  of  you  as  informed  as  is  humanly  possible. 

There  have  also  been  numerous  appearances  to  represent 
you,  ably  I hope,  before  the  S.D.S.H.A.,  Cancer  Society, 
Medical  Record  Librarians,  L.P.  Nurses  convention, 
S.D.S.M.A.  Auxiliary,  to  mention  a few. 

The  correspondence  and  letter  writing  has  been  volumi- 
nous. 

Needless  to  say,  I could  not  have  accomplished  the 
above  this  year  without  the  most  able  and  appreciated 
assistance  of  our  most  capable  staff  in  Sioux  Falls. 

Respectfully  submitted, 
F.  D.  Leigh,  M.D. 
President 

The  Reference  Committee  reviewed  the  Report  of  the 
President  and  recommended  its  approval  as  submitted. 

REPORT  OF  THE  PRESIDENT-ELECT 

As  President-Elect  I attended  the  Council  meetings  during 
the  year  and  the  Executive  Committee  meetings.  These 
meetings  I feel,  keep  me  abreast  of  the  problems  currently 
facing  the  South  Dakota  State  Medical  Association  and 
with  input  of  the  Council  and  the  Executive  Committee, 
I feel  that  I understand  the  positions  that  the  South 
Dakota  State  Medical  Association  wishes  to  take  on  various 
issues  and  will  help  me  implement  their  success. 

In  February  I attended  a National  AMA  meeting  geared 
towards  education  of  the  leadership  of  the  various  medical 
organizations  throughout  the  United  States  on  problems 
facing  medicine  on  a national  level.  This  was  very  in- 
formative to  me  because  in  the  past,  most  of  my  informa- 
tion was  obtained  at  a local  level  through  our  own  state 
organization. 


As  President-Elect  I have  two  general  areas  of  comment 
to  make  to  the  South  Dakota  State  Medical  Association. 
First,  the  Medical  Association  should  address  itself  to  the 
problem  of  the  disabled  physician  and  how  it  is  going  to 
be  handled  in  the  state  of  South  Dakota.  I am  speaking  of 
the  physician  who  is  not  keeping  up  on  his  medical  educa- 
tion and  who  has  fallen  behind  on  the  latest  techniques, 
the  physician  who  has  become  senile,  the  physician  who  has 
had  an  acute  mental  breakdown  in  various  forms  that 
would  be  harmful  to  his  practice  and  to  his  patients,  the 
physician  who  is  an  alcoholic  or  the  physician  who  is  an 
abuser  of  drugs.  There  are  existing  methods  to  handle  these 
problems  at  various  levels  locally  and  in  the  State  Asso- 
ciation and  by  the  State  Board  of  Medical  Examiners; 
however,  I feel  these  should  be  updated. 

The  second  problem  which  I would  like  to  address  to 
all  members  of  the  Association  is  how  we  can  improve  the 
business  mechanics  of  our  organization  of  identifying  the 
problems  facing  our  organization,  quickly  gather  all  of  the 
information  needed  necessary  to  solve  this  problem,  to  estab- 
lish various  options  that  we  might  take,  then  to  actually 
decide  on  a solution  for  this  problem.  We  would  also  have 
to  develop  a feedback  mechanism  so  we  can  constantly 
reassess  our  position  on  any  problem  that  is  facing  us  to 
see  if  it  is  accomplishing  what  we  intended  it  to  do.  I have 
a great  deal  of  confidence  that  this  organization  can  make 
excellent  decisions.  The  House  of  Delegates  time  for  delib- 
eration and  studying  of  problems  is  certainly  very  limited 
during  the  annual  meeting  each  year.  The  number  of 
problems  distributed  to  each  Commission  for  study  and 
evaluation  is  getting  longer  and  I feel  the  time  available  for 
study  has  been  getting  less.  I have  also  noted  that  a prob- 
lem may  come  forward  through  the  various  parts  of  our 
organization,  such  as  the  Council,  who  then  refers  it  to  a 
Commission.  By  the  time  it  has  been  studied  and  referred 
back  to  the  Council  or  the  House  of  Delegates  six  months 
to  a year  may  have  passed.  Our  reaction  time  is  not  getting 
shorter,  it  is  getting  longer.  Every  large  business  or  organi- 
zation has  to  undergo  periods  of  time  of  examination  of  its 
problem  areas.  I feel  the  time  has  come  where  this  organi- 
zation is  going  to  have  to  reassess  the  mechanics  of  gather- 
ing information  for  decisions  to  be  made.  If  we  do  not  do 
this  ourselves,  the  likely  direction  that  it  will  take  in  the 
future  is  that  when  we  have  a problem  and  the  various 
Commissions  do  not  have  time  to  study  it  in  depth  or  the 
Council  does  not  have  time  to  study  it  in  depth,  that  it 
would  be  very  easy  for  us  to  delegate  this  authority  to  either 
our  staff  or  to  hire  outside  professional  help  to  gather  this 
information.  Then  I think  we  would  lose  the  input  and  the 
control  our  Association  needs  from  its  doctors.  I feel  a 
study  should  be  made  to  re-evaluate  every  part  of  the 
structure  of  our  organization  to  see  how  it  can  be  better 
utilized  in  our  problem  identifying,  problem  solving  and 
implementation  of  the  plans  that  are  made.  Our  reaction 
time  must  be  shortened  because  our  society  is  undergoing 
rapid  social  changes. 

Respectfully  submitted, 

James  Ryan,  M.D. 

President-Elect 

The  Reference  Committee  reviewed  the  Report  of  the  Presi- 
dent-Elect and  recommended  its  acceptance  as  submitted. 
In  regard  to  the  report  of  the  President-Elect,  the  Commit- 
tee suggests  that  the  Grievance  Committee  be  charged  with 
studying  and  implementing  a solution  to  the  problem  of 
helping  the  disabled  physician. 

REPORT  OF  THE  VICE  PRESIDENT 

During  this  past  year,  I have  had  the  privilege  of  attend- 
ing the  meetings  of  the  Council  and  Executive  Commission 
of  the  South  Dakota  State  Medical  Association.  In  addi- 
tion, I was  also  able  to  attend  some  of  the  other  Com- 
mission meetings.  I have  been  a member  of  the  Coordinat- 
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ing  Committee  to  the  State  Health  Department  as  well  as 
the  Coordinating  Committee  to  the  Medical  School  and 
have  attended  meetings  in  connection  with  these  responsibili- 
ties. 1 am  also  a member  of  the  physicians  subcommittee  of 
the  Health  Manpower  Planning  and  Linkage  System  Task 
Force,  which  is  a committee  of  the  Health  Service  Agency 
and  have  attended  three  of  their  meetings  in  the  past  year 
as  well. 

It  is  quite  evident  that  more  and  more  of  our  time  is 
being  devoted  to  discussion  and  response  concerning  govern- 
mental activity  as  it  pertains  to  medical  care.  If  we  are  to 
have  any  influence  in  the  direction  that  these  changes  take, 
it  is  important  that  we  continue  to  be  strongly  involved  in 
these  deliberations,  and  I would  urge  all  of  the  members 
of  this  Association  to  become  continually  more  active  in 
the  affairs  of  the  Association  so  that  this  end  might  be 
accomplished  in  the  best  possible  fashion. 

I thank  you  for  allowing  me  the  opportunity  to  be- 
come more  familiar  with  these  problems  and  to  take  an 
active  part  in  their  deliberations  on  your  behalf. 

Respectfully  submitted, 
Russell  H.  Harris,  M.D. 
Vice  President 

The  Reference  Committee  reviewed  the  Report  of  the  Vice 
President  and  recommended  its  approval  as  submitted. 

REPORT  OF  THE  SECRETARY-TREASURER 

The  Secretary-Treasurer  of  your  Association  attended  all 
meetings  of  the  Council  and  the  Executive  Committee  dur- 
ing the  year.  With  the  assistance  of  the  Executive  Secretary 
and  staff  at  the  Association  office,  the  current  operating 
budget  and  the  most  recent  certified  audit  were  reviewed. 
A proposed  budget,  with  recommended  changes  of  income 
and  expenditure  was  presented  to  the  Executive  Committee 
at  its  meeting  on  January  4,  1977.  The  Executive  Com- 
mittee moved  to  accept  the  proposed  budget  with  its  sug- 
gested changes  and  recommended  approval  by  the  Council. 

At  that  meeting,  it  was  resolved  that  the  Executive  Com- 
mittee review  the  financial  statement  at  a scheduled  meet- 
ing near  the  middle  of  the  fiscal  year. 

The  customary  review  of  the  budget  will  be  made  by  the 
Commission  on  Internal  Affairs,  Communications  and  Li- 
aison for  presentation  and  recommendation  to  the  House  of 
Delegates  at  the  annual  meeting. 

Until  I was  reminded  by  a telephone  call,  I had  forgot- 
ten the  Secretary-Treasurer  of  the  South  Dakota  State  Med- 
ical Association  represented  the  Association  on  the  Ad- 
visory Committee  for  the  Health  Professions  Student  Loan 
Fund.  Accordingly,  I was  appointed  to  that  Committee  to 
fill  the  vacancy  left  by  Dr.  Art  Reding. 

Although  one  conference  of  the  Committee  was  con- 
vened by  telephone,  I was  out  of  the  state  at  the  time  and 
could  not  participate.  Subsequently,  I was  invited  to  meet 
with  the  director  of  the  program  in  Pierre;  and  although  I 
was  present,  he  failed  to  appear.  The  work  is  done  by  the 
staff  in  the  Board  of  Regents  office  in  Pierre. 

As  a representative  of  the  South  Dakota  State  Medical 
Association  to  the  Advisory  Committee  for  the  State  Health 
Professions  Loan  program,  your  secretary-treasurer  re- 
viewed the  July,  1976  award  schedule. 

Respectfully  submitted, 
Joseph  N.  Hamm,  M.D. 
Secretary -T  reasurer 

The  Reference  Committee  reviewed  the  Report  of  the  Sec- 
retary-Treasurer and  recommended  its  acceptance  as  sub- 
mitted. 

REPORT  OF  THE  AMA  DELEGATE 

My  term  in  office  as  Delegate  to  the  American  Medical 
Association  commenced  January  1,  1977,  and  I have,  as 
yet,  served  no  official  function  in  this  office. 

J.  T.  Elston,  M.D.,  AMA  Alternate  Delegate,  was  our 


representative  at  the  AMA  summer  session  in  June,  1976, 
in  Dallas,  Texas  and  at  the  AMA  winter  meeting  in  Decem- 
ber, 1976,  in  Philadelphia.  Reports  of  activities  at  those 
two  meetings  have  been  sent  to  the  entire  membership  of 
the  South  Dakota  State  Medical  Association  by  Dr.  Elston 
and  I will  send  a similar  report  following  the  summer  ses- 
sion in  San  Francisco  in  June,  1977. 

All  of  us  representing  the  South  Dakota  State  Medical 
Association  would  appreciate  whatever  support  and  sug- 
gestions the  membership  can  provide,  and  such  will  certain- 
ly be  forthcoming  during  the  annual  meeting  of  the  South 
Dakota  State  Medical  Association  in  June,  1977,  preceding 
the  AMA  meeting. 

Respectfully  submitted, 
W.  R.  Taylor,  M.D. 
AMA  Delegate 

The  Reference  Committee  reviewed  the  Report  of  the  AMA 
Delegate  and  recommended  its  acceptance  as  submitted. 

REPORT  OF  THE  AMA  ALTERNATE  DELEGATE 

Your  Alternate  Delegate  for  the  past  year,  unfortunately, 
was  not  able  to  attend  either  of  the  annual  meetings,  but  it 
was  not  my  prerogative  to  do  so  until  the  June  meeting 
which  I will  attend.  As  you  know,  I unfortunately  missed 
some  Council  meetings  because  of  a coronary  occlusion.  I 
have  recovered  from  this  and  intend  to  attend  the  Council 
meeting  in  April  and  all  other  meetings.  It  has  been  my 
privilege  to  serve  you  to  the  degree  of  my  ability  during 
the  past  year  and  hope  much  more  service  is  available  dur- 
ing the  ensuing  year. 

Respectfully  submitted, 

Gerald  E.  Tracy,  M.D. 

AMA  Alternate  Delegate 
The  Reference  Committee  reviewed  the  Report  of  the  AMA 
Alternate  Delegate  and  recommended  its  acceptance  as 
submitted. 

REPORT  OF  THE  CHAIRMAN  OF  THE  COUNCIL 

This  past  year  has  been  an  active  one  for  the  Council. 
1 wish  to  thank  the  Councilors  for  all  the  hours  in  which 
they  have  participated.  We  have  met  four  times  and  the 
attendance  has  been  generally  excellent.  Space  does  not  per- 
mit a review  of  all  the  work  the  Council  has  performed,  but 
the  minutes  have  been  duly  recorded  and  were  made  avail- 
able in  the  monthly  Journal. 

I greatly  appreciate  the  dedication  the  members  of  the 
Council  have  shown  and  their  many  days  and  hours  of 
work  involved  with  the  Association  this  year. 

I think  that  this  has  been  one  of  the  most  successful 
years  that  the  State  Medical  Association  has  enjoyed,  par- 
ticularly in  the  field  of  legislative  work. 

Respectfully  submitted, 
C.  L.  Swanson,  M.D. 
Chairman  of  the  Council 
The  Reference  Committee  reviewed  the  Report  of  the  Chair- 
man of  the  Council  and  recommended  its  acceptance  as 
submitted. 

REPORT  OF  THE  SPEAKER  OF  THE  HOUSE 

As  Speaker  of  the  House,  all  meetings  of  the  Council  of 
the  South  Dakota  State  Medical  Association  were  attended. 
Deliberations  of  the  Executive  Committee  of  the  South  Da- 
kota State  Medical  Association  were  participated  in. 

Chairmen  and  members  of  the  Reference  Committees  of 
the  South  Dakota  State  Medical  Association  for  the  1977 
annual  meeting  have  been  appointed  and  will  be  available 
for  the  next  annual  meeting  in  Aberdeen. 

Respectfully  submitted, 
W.  B.  Odland,  M.D. 
Speaker  of  the  House 
The  Reference  Committee  reviewed  the  Report  of  the 
Speaker  of  the  House  and  recommended  its  acceptance  as 
submitted. 
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REPORT  OF  THE  COUNCILOR  AT  LARGE 

The  Councilor  at  Large  attended  two  of  the  Council 
meetings,  and  unfortunately,  due  to  a coronary  occlusion 
was  unable  to  attend  the  other  two  Council  meetings.  It 
is  my  feeling  that  the  process  of  the  Council  has  been  ex- 
tremely good  and  that  the  South  Dakota  State  Medical 
Association  is  in  good  solid,  firm  hands  with  the  present 
Council  members  and  alternate  Councilors. 

Respectfully  submitted, 
Gerald  E.  Tracy,  M.D. 
Councilor  at  Large 

The  Reference  Committee  reviewed  the  Report  of  the 
Councilor  at  Large  and  recommended  its  acceptance  as 
submitted. 

REPORT  OF  THE  EXECUTIVE  SECRETARY 

This  past  year  has  been  again  a most  exciting  and  reward- 
ing year  for  the  South  Dakota  State  Medical  Association. 
Dr.  Leigh,  your  President,  and  I were  fortunate  enough  to 
visit  each  of  the  twelve  District  Medical  Societies  and  would 
once  again  like  to  extend  our  thanks  for  the  hospitality 
shown  us  and  the  consideration  given  to  us  at  each  District. 
I would  like  to  encourage  all  District  Medical  Societies  to 
make  every  attempt  to  continually  upgrade  their  programs 
and  encourage  increased  participation  on  the  part  of  mem- 
ber physicians  in  their  District,  for  it  is  my  opinion,  that 
through  active  involvement  on  the  part  of  all  physicians, 
the  State  Medical  Association  will  be  the  prime  benefactor 
of  the  expertise  and  efforts  of  its  membership. 

I was  extremely  pleased  by  the  outstanding  attendance 
at  all  of  the  meetings  of  the  Commissions  and  Committees 
of  the  South  Dakota  State  Medical  Association.  The  chair- 
men of  these  Commissions  and  Committees  and  the  mem- 
bership of  them  should  be  commended  for  a job  well  done. 
Were  it  not  for  the  sincere  and  thoughtful  deliberations  of 
the  Commissions  and  Committees  of  the  State  Medical 
Association,  it  would  be  impossible  for  the  Council  and  the 
House  of  Delegates  to  properly  screen  and  take  positions 
on  the  multitude  of  issues  that  are  brought  before  organ- 
ized medicine  on  a daily  basis. 

As  in  prior  years,  the  activities  of  organized  medicine  in 
a socioeconomic  and  political  arena  have  increased  an- 
nually and  1976-1977  is  certainly  no  exception.  This  past 
year,  the  State  Medical  Association  saw  one  of  the  heaviest 
workloads  in  its  history  placed  before  the  1977  session  of 
the  South  Dakota  Legislature.  Because  of  the  dedication  on 
the  part  of  all  physicians  to  complete  a job  which  had  been 
started,  medicine  in  South  Dakota  can  truly  take  pride  in 
the  fact  that  their  story  was  well  received  in  Pierre.  I think 
the  response  to  our  legislative  program  should  be  gratifying 
to  the  membership  and  should  once  again  reassure  phy- 
sicians throughout  the  state  that  when  we  all  pull  together, 
no  task  is  beyond  our  reach. 

I would  like  to  extend  a special  thanks  to  Dr.  Odland, 
chairman  of  the  Commission  on  Professional  Liability,  and 
Dr.  Gere,  chairman  of  the  Commission  on  Legislation,  for 
their  many  hours  of  dedicated  work  in  helping  to  prepare 
our  legislative  program  and  assisting  in  its  final  passage. 
I would  also  like  to  take  this  opportunity  to  extend  a spe- 
cial thanks  to  the  Ladies’  Auxiliary  of  the  South  Dakota 
State  Medical  Association  and  its  legislative  chairman,  San- 
dra Swanson,  all  of  whom  gladly  provided  assistance  dur- 
ing the  session. 

Your  staff  is  firmly  dedicated  to  providing  the  highest 
possible  quality  of  services  to  all  physicians  in  this  state 
and  to  the  general  public.  In  this  regard,  in  realizing  the 
limited  numbers  of  physicians  in  specialty  societies,  your 
state  office,  throughout  this  past  year,  has  provided  staff 
support  to  many  of  our  specialty  societies  in  developing  sci- 
entific programs,  in  planning  for  meetings  and  in  communi- 
cating with  their  members.  The  cooperation  between  the 
State  Medical  Association  and  the  medical  specialty  so- 


cieties has  helped  to  further  bind  all  physicians  in  South 
Dakota  into  one  united  and  effective  group. 

Our  Association,  during  this  past  year,  has  also  con- 
tinued to  improve  its  liaison  with  allied  health  professional 
associations  in  our  state  and  with  the  South  Dakota  Hospi- 
tal Association.  I personally  believe  that  it  is  imperative 
that  all  health  care  providers  continue  to  expand  their  co- 
operative activities  and  liaison  in  order  that  we  may  meet 
the  challenges  facing  all  of  us  in  the  future.  The  problems 
facing  private  practice  physicians  and  organized  medicine 
in  the  coming  years,  will  be  even  greater  than  many  of 
the  challenges  of  the  past.  The  list  of  problems,  both  real 
and  imagined,  is  almost  never  ending.  To  name  just  a few, 
one  would  have  to  look  at  the  continued  thrust  on  the  part 
of  our  national  congress  towards  some  type  of  national 
health  insurance;  the  further  erosion  of  freedoms  on  the 
part  of  physicians  and  their  patients  as  envisioned  in  medi- 
care and  medicaid  reforms  submitted  by  Senator  Talmadge; 
continued  harassment  of  the  profession  on  the  part  of  the 
Federal  Trade  Commission;  and  of  course,  the  ongoing 
dialogue  on  cost  containment  of  health  care  services. 

I cannot  emphasize  enough  that  the  battle  medicine  will 
fight  in  the  ensuing  years  may  be  not  only  a battle  for  the 
private  practice  of  medicine;  but  may  be,  in  fact,  a battle- 
ground which  will  test  our  entire  free  enterprise  system  in 
this  country.  As  never  before,  physicians  need  to  stand 
united  and  provide  strong  and  effective  leadership  on  the 
part  of  the  profession.  No  longer  can  we  enjoy  the  luxury 
of  saying  that  service  on  Commissions,  or  Committees,  or 
the  Council,  or  publicly  appointed  bodies  require  more  time 
than  we  have  to  give.  For  if  we  are  willing  to  allow  some- 
one else  to  plan  our  destiny  and  future,  we  should  not  be 
upset  at  the  results  we  see  later. 

It  is  my  strong  belief  that  it  is  most  unfortunate  that 
there  would  be  even  one  physician  in  the  state  of  South 
Dakota  who  would  not  be  a member  of  the  South  Dakota 


LEASING  IS  NOT  FOR  EVERYONE,  BUT  MEDICAL 
PEOPLE  ARE  OUR  SPECIALTY.  ALL  MAKES  OF 
AUTOS,  TRUCKS,  4 WHEELERS.  VARIOUS  PLANS 
TO  FIT  YOUR  NEEDS  OR  THE  PROFESSIONAL 
GROUPS  WITH  WHOM  YOU  ARE  ASSOCIATED. 
REFERENCES  ARE  GLADLY  FURNISHED  AND  WE 
WILL  WORK  WITH  YOUR  ACCOUNTANTS. 


3401  WEST  41st  STREET 
SIOUX  FALLS,  SOUTH  DAKOTA  57105 

PHONE  336-3818 


C.  H.  "Chuck”  Point,  Mgr.  Home  phone  336-3168 
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State  Medical  Association  or  the  AMA.  Nowhere  will 
the  physician  find  a greater  advocate  or  ally  to  protect  his 
future  and  the  future  of  the  practice  of  medicine  in  this 
country.  Only  through  a united  organization  on  a state  level 
can  effective  programs  be  developed  and  brought  to  com- 
pletion. And  most  certainly,  only  through  a united  voice  on 
the  part  of  the  American  Medical  Association,  can  the  chal- 
lenges of  NHI,  FTC,  HSA  and  cost  containment  be  ef- 
fectively addressed. 

In  looking  to  the  future,  I think  the  membership  can  view 
with  pride  the  activities  of  the  South  Dakota  Foundation 
for  Medical  Care.  Although  a separate  handbook  has  been 
provided  to  each  delegate,  and  I will  not  repeat  any  of  its 
contents,  I do  think  that  this  House  of  Delegates  must  real- 
ize the  importance  that  the  South  Dakota  Foundation 
for  Medical  Care  will  play  in  its  future.  The  establishment 
of  this  body,  and  its  leadership  on  the  part  of  Dr.  Muggly 
and  its  Board  of  Direcrors,  will  vitally  affect  the  practice  of 
medicine  in  South  Dakota  in  the  future.  Through  the  strong 
leadership  of  that  Board,  I think  physicians  can  feel  com- 
fortable that  their  best  interests  and  the  best  interests  of 
their  patients  are  being  kept  paramount  in  the  daily 
activities  of  the  Foundation. 

I would  like  to  take  this  opportunity  to  thank  all  of  the 
officers  and  councilors  of  the  South  Dakota  State  Medical 
Association  for  the  many  hours  they  have  contributed  on 
the  part  of  the  profession  and  for  the  leadership  that  they 
have  provided  this  organization  during  this  past  year.  Their 
task  is  a thankless  and  often  times  unrewarding  one.  It  is 
only  through  their  dedication,  devotion  and  personal  sacri- 
fice to  a large  extent,  that  the  past  successes  of  organized 
medicine  were  achieved;  and  in  whose  hands  the  future  of 
medicine  is  placed.  I would  most  especially  like  to  extend 
my  personal  and  heartfelt  thanks  to  Dr.  Leigh,  your  Presi- 
dent, for  providing  direction  and  leadership  during  this 
most  difficult  era. 

Respectfully  submitted, 

Robert  D.  Johnson 

Executive  Secretary 

The  Reference  Committee  reviewed  the  Report  of  the  Exec- 
utive Secretary  and  recommended  its  acceptance  as  sub- 
mitted. The  Committee  would  like  to  recognize  the  outstand- 
ing work  of  our  Executive  Secretary,  Robert  Johnson,  and 
commend  him  for  his  ability  to  preceive  the  threats  to 
physicians  and  the  private  practice  of  medicine;  also  for 
his  exemplary  performance  during  the  legislative  session. 

REPORT  OF  THE  FIRST  DISTRICT  COUNCILOR 

The  first  meeting  of  the  year  was  held  on  September  1, 
1976.  An  educational  program  was  held.  The  name  of  Dr. 
B.  C.  Gerber  was  forwarded  to  the  Council  for  councilor 
to  replace  Dr.  Winston  Odland. 

A meeting  was  held  on  October  6,  1976.  The  immuniza- 
tion program  was  discussed  at  length.  The  District  endorsed 
the  family  asthma  program  for  Aberdeen.  The  death  of 
Dr.  John  L.  Calene  on  October  4,  1976,  was  announced. 
Dr.  Calene  was  a long  time  internist  in  Aberdeen  and  was 
the  first  board  certified  internist  in  South  Dakota.  Dr.  Ca- 
lene was  also  a former  past  president  of  the  South  Dakota 
State  Medical  Association.  Present  for  the  meeting  were 
Dr.  Fred  Leigh,  President  of  the  South  Dakota  State  Med- 
ical Association  and  Mr.  Robert  Johnson,  Executive  Secre- 
tary. They  both  presented  their  reports  and  a relatively 
lengthy  discussion  was  held  with  them  concerning  current 
problems  at  the  local  and  state  level. 

At  the  November  3,  1976  meeting,  a committee  was 
appointed  to  establish  a memorial  to  Dr.  Calene.  The  sci- 
entific speaker  was  unable  to  attend  because  of  weather 
problems.  The  speaker  for  the  meeting  of  December  1, 
1976  was  Dr.  Donald  Humphreys  who  spoke  on  “Pneu- 
monia, Rationale  for  Treatment.”  Dr.  J.  A.  Eckrich,  Jr. 
was  elected  president.  Dr.  John  C.  Rodine,  vice-president.  Dr. 


Stanley  B.  Altman,  secretary.  Board  of  Censors  is  com- 
posed of  Dr.  Paul  R.  Leon,  Dr.  Juan  Chavier  and  Dr. 
David  Seaman. 

The  First  District  does  not  normally  meet  in  January  due 
to  the  closeness  to  the  holidays  and  frequent  weather 
problems.  A meeting  was  held  on  February  2,  1977.  The 
speaker  was  Dr.  Charlie  Gutch  who  spoke  on  “Significance 
of  a Little  Azotemia.”  A committee  was  established  con- 
cerning recruitment  of  new  physicians  for  the  community 
and  they  will  discuss  this  with  both  hospitals  in  Aberdeen 
and  also  discuss  it  with  long  range  planning.  The  possibility 
of  a community  blood  bank  was  also  discussed. 

The  March  2,  1977  meeting  was  held.  The  speaker  was 
unable  to  attend  because  of  a scheduling  conflict  at  the 
last  minute.  Dr.  John  Christopher  was  elected  as  dele- 
gate for  the  District  Medical  Society  as  Dr.  Mestrich  is  no 
longer  a member.  New  alternate  delegates  are  Dr.  Kosse 
and  Dr.  Murdy.  There  was  considerable  discussion  con- 
cerning Laetrile  and  the  impending  legislation.  The  presi- 
dent of  the  District  contacted  the  Aberdeen  American  News 
and  an  article  appeared  in  the  local  paper  concerning  the 
stand  taken  by  the  District  Medical  Society  on  the  pend- 
ing legislation  concerning  Laetrile.  The  president  of  the 
Society  also  contacted  the  legislators  from  the  district  con- 
cerning their  support  for  defeat  of  this  legislation. 

Dr.  Waheed  Sahibzata.  cardiologist  from  the  University 
of  South  Dakota,  Sioux  Falls,  presented  a paper  to  the 
April  meeting  on  the  topic  of  cardiac  failure. 

A final  meeting  is  scheduled  for  May  4,  1977. 

The  First  District  looks  forward  to  hosting  the  SDSMA 
annual  meeting  in  Aberdeen  in  June. 

The  wives  are  also  invited  to  the  monthly  meetings  of 
the  Aberdeen  District  Medical  Society,  and  following  dinner, 
conduct  a meeting  of  the  Auxiliary  on  each  occasion. 

Respectfully  submitted, 

B.  C.  Gerber,  M.D. 
Councilor,  First  District 

The  Reference  Committee  reviewed  the  Report  of  the  First 
District  Councilor  and  recommended  its  acceptance  as  sub- 
mitted. 

REPORT  OF  THE  SECOND  DISTRICT  COUNCILOR 
Meeting  dates  and  program: 

April  6,  1976 — Dr.  C.  Rodney  Stoltz  and  Roger  Fox, 
Watertown  attorney,  presented  a program  on  rape. 

May  4,  1976 — Discussion  of  upcoming  state  meeting  and 
proposed  bylaw  changes. 

No  meetings  in  June  and  July. 

August  3,  1976 — Special  meeting  of  the  District  for  dis- 
cussion and  dissemination  of  information  relating  to  the 
swine  influenza  immunization  program.  Guest  speaker  Dr. 
Robert  Chloupek,  South  Dakota  State  Health  Department. 
September  7,  1976 — Annual  combined  meeting  of  the  Dis- 
trict Society  and  the  Auxiliary,  no  program. 

October  5,  1976 — Annual  visitation.  President  South  Da- 
kota State  Medical  Association,  Dr.  Fred  Leigh,  along  with 
Executive  Secretary  Robert  Johnson. 

November  2,  1976 — No  scientific  program. 

December  7,  1976 — Dr.  Rittmann  presented  a very  interest- 
ing talk  and  slide  presentation  on  “Medicine  in  India”. 
January  4,  1977 — Dr.  Thatcher,  Professor  of  Pediatrics, 
USD,  Department  of  Hematology  and  Oncology — “Anemia 
Problems  in  Children”. 

February  1,  1977— Dr.  Eberhard  Heinrichs,  Watertown, 
South  Dakota — “Child  Abuse  and  Its  Diagnosis”. 

March  1,  1977- — Dr.  Vogele,  Aberdeen,  South  Dakota — 
“Ostomy  Care — American  Cancer  Society  Program.” 

Respectfully  submitted, 

G.  Robert  Bartron,  M.D. 
Councilor,  Second  District 
The  Reference  Committee  reviewed  the  Report  of  the  Sec- 
ond District  Councilor  and  recommended  its  acceptance  as 
submitted. 
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SOUTH  DAKOTA 
CHAPTER 
NEWS 

SOUTH  DAKOTA  ACADEMY  OF  FAMILY  PHYSICIANS 
3001  South  Holly  Avenue 
Sioux  Falls,  SD  57105 


NOW  OR  NEVER 


1978  represents  a crucial  year  for  family  doctors  who  have  not  completed  a three  year  residency  training  program  in 
family  practice.  After  that  date  board  eligibility  granted  these  physicians  based  on  practice,  experience  and  continuing  medical 
education,  in  lieu  of  residency  training,  will  be  irrevocably  terminated.  That  means  after  1978  unless  you  have  completed  a 
three  (3)  year  residency  program  in  family  practice  you  will  no  longer  be  allowed  to  take  the  board  certifying  examination 
for  the  American  Board  of  Family  Practice. 


Why  is  this  of  such  importance? 

1.  Like  it  or  not,  board  certification  represents  an  important  status  for  a physician  in  American  medicine. 

2.  Job  opportunities  and  academic  appointments  are  sometimes  contingent  on  board  certification. 

3.  Legislation  is  now  being  proposed  to  restrict  the  scope  of  a physician’s  practice  if  he  is  not  board  certified. 

4.  The  educational  process  in  preparing  for  the  board  is  a profitable  and  instructive  experience. 

5.  The  educational  requirement  for  recertification  by  the  American  Board  of  Family  Practice  is  another  incentive  to  dedicate 
oneself  to  a life-long  commitment  to  continuing  medical  education. 

True,  diplomate  status  in  the  American  Board  of  Family  Practice  does  not  necessarily  mean  that  a family  physician  de- 
livers better  health  care  to  his  patient  than  one  who  is  not  board  certified.  But  in  the  difficult  world  of  assessing  quality  of 
care,  board  certification  is  one  of  several  rudimentary  modalities  to  gauge  the  competence  of  a physician. 

Over  50  of  your  colleagues  in  the  State  of  South  Dakota  have  been  granted  diplomate  status  by  the  Board  of  Family 
Practice. 

We  recommend  that  all  the  remaining  family  physicians  not  certified  avail  themselves  of  the  privilege  by  1978.  If  you  are 
hesitant  because  of  the  specter  of  failure,  realize  that  80%  who  avail  themselves  of  the  privilege  passed  the  examination.  If 
you  should  fail,  you  will  have  the  opportunity  to  take  the  test  again  and  again,  but  only  if  you  have  taken  the  examination 
at  least  one  time  prior  to  1978. 

This  means  that  you  will  remain  board  eligible  for  the  rest  of  your  career  even  if  you  fail  the  test.  If  you  do  not  avail  your- 
self of  the  opportunity  you  will  never  know  whether  you  have  the  proficiency  necessary  to  be  a diplomate.  In  the  words  of 
Alfred,  Lord  Tennyson,  “It  is  better  to  have  loved  and  lost,  than  never  to  have  loved  at  all.” 

This  is  the  hour  of  decision.  For  further  information  about  eligibility,  date  of  examination,  preparation  and  cost,  write: 

Nicholas  J.  Pisacano,  M.D.,  Secretary 
American  Board  of  Family  Practice,  Inc. 

University  of  Kentucky  Medical  Center 
Annex  No.  2,  Room  229 
Lexington,  Kentucky  40506 
Area  Code  606-233-5920 

Join  the  ranks  of  your  colleagues  throughout  the  United  States  of  America  who  have  attained  the  lofty  title  of  diplomate  of 
the  American  Board  of  Family  Practice.  It  is  beneficial  for  you,  for  your  patient,  and  for  family  practice. 

CERTIFYING  EXAMINATION 

1977  examination  date — October  29-30,  1977 

1978  examination  date — August  26-27,  1978 

1979  examination  date — July  7-8,  1979 
RECERTIFICATION  EXAMINATION 

1977  examination  date — October  28,  1977 

1978  examination  date — August  25,  1978 

1979  examination  date — July  6,  1979 

We  wish  to  reiterate  that  as  of  July  1978,  the  practice  categories  will  no  longer  be  in  effect  and  only  Plan  I (residency  route) 
will  be  acceptable  toward  qualification  for  examination. 


Reprinted  from  The  Michigan  Family  Practice  Journal. 
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Think  you  know  all  about 
asthma? 

Then  you  should  know  all  about  TEDRAL. 

It  provides  — 

□ rapid  symptomatic  relief,  as  well  as  prophylaxis 

□ ^-ADRENERGIC  ACTION  THAT  RELAXES  BRONCHIAL 
SMOOTH  MUSCLE 

□ a-ADRENERGIC  ACTION  THAT  REDUCES  BRONCHIAL 
EDEMA  AND  SECRETIONS 

□ synergistic  action  of  ephedrine  and  theophylline  for  effective 
and  prolonged  bronchodilation 

□ dosage  forms  to  meet  individual  patient  needs 


For  asthma  management... 

Tedral  Tedral  SA  Tedral Elixir 

Each  tablet  contains  1 30  mg  Each  tablet  contains  1 80  mg  anhydrous  theophylline  Each  5 ml  teaspoonful  contains  32.5  mg 

theophylline,  24  mg  ephedrine  (90  mg  in  the  immediate  release  layer  and  90  mg  in  theophylline,  6 mg  ephedrine  HCI,  and  2 mg 

hydrochloride,  and  8 mg  the  sustained  release  layer};  48  mg  ephedrine  phenobarbital;  the  alcohol  content  is  1 5%. 

phenobarbital.  hydrochloride  (1 6 mg  in  the  immediate  release  layer 

and  32  mg  in  the  sustained  release  layer};  and  25  mg 
phenobarbital  in  the  immediate  release  layer. 

SUSTAINED  ACTION 


/T\  WARNER/CHILCOTT 

wc  Div  sion,  Warner-Lambert  Company 
Morris  Plains,  New  Jersey  07950 


T-GP-74-B/W 


TEDRAL® 

TEDRAL®  SA  Sustained  Action 
TEDRAL®  Elixir 


CAUTION:  Federal  law  prohibits  dispens- 
ing Tedral  SA  without  prescription. 
Description.  Tedral : each  tablet  contains 
130  mgr  theophylline,  24  mg  ephedrine  hy- 
drochloride, and  8 mg  phenobarbital. 

Tedral  SA:  each  tablet  contains  180  mg 
anhydrous  theophylline  (90  mg  in  the  im- 
mediate release  layer  and  90  mg  in  the 
sustained  release  layer);  48  mg  ephed- 
rine hydrochloride  (16  mg  in  the  imme- 
diate release  layer  and  32  mg  in  the  sus- 
tained release  layer);  25  mg  phenobarbital 
in  the  immediate  release  layer. 

Tedral  Elixir:  each  5 ml  teaspoonful  con- 
tains 32.5  mg  theophylline,  6 mg  ephed- 
rine hydrochloride,  and  2 mg  phenobar- 
bital; the  alcohol  content  is  15%. 

Indications.  Tedral,  Tedral  SA,  and  Tedral 
Elixir  are  indicated  for  the  symptomatic 
relief  of  bronchial  asthma,  asthmatic  bron- 
chitis, and  other  bronchospastic  disorders. 
They  may  also  be  used  prophylactically  to 
abort  or  minimize  asthmatic  attacks  and 
are  of  value  in  managing  occasional,  sea- 
sonal or  perennial  asthma. 

Tedral  SA  (Sustained  Action)  offers  the 
convenience  of  b.i.d.  dosage. 

Tedral  Elixir  is  convenient  for  persons 
who  may  have  difficulty  in  swallowing 
tablets. 

These  Tedral  formulations  are  adjuncts 
in  the  total  management  of  the  asthmatic 
patient.  Acute  or  severe  asthmatic  attacks 
may  necessitate  supplemental  therapy  with 
other  drugs  by  inhalation  or  other  paren- 
teral routes. 

Contraindications.  Sensitivity  to  any  of 
the  ingredients;  porphyria. 

Warnings. Drowsiness  may  occur.  PHENO- 
BARBITAL MAY  BE  HABIT-FORMING. 

Precautions. Use  with  caution  in  the  pres- 
ence of  cardiovascular  disease,  severe  hy- 
pertension, hyperthyroidism,  prostatic  hy- 
pertrophy, or  glaucoma. 

Adverse  Reactions.  Mild  epigastric  dis- 
tress, palpitation,  tremulousness,  insom- 
nia, difficulty  of  micturition,  and  CNS 
stimulation  have  been  reported. 

Average  Dosage.  Prophylactic  or  Thera- 
peutic. 

Tedral:  Adults  — One  or  two  tablets  every 
4 hours.  Children— (Over  60  lb)  one-half  the 
adult  dose. 

Tedral  SA:  Adults— One  tablet  on  arising 
and  one  tablet  12  hours  later.  Tablets  should 
not  be  chewed.  Children  — Not  established 
for  children  under  12. 

Tedral  Elixir:  Note:  One  teaspoonful  is 
equivalent  to  one-quarter  Tedral  tablet. 
Children— One  teaspoonful  per  30  lb  body 
weight,  every  4-6  hours,  unless  prescribed 
otherwise  by  physician.  Should  be  given  to 
children  under  2 years  of  age  only  with  ex- 
treme caution.  Adults— One  to  two  table- 
spoonfuls every  four  hours. 

Supplied.  Tedral : White,  uncoated  scored 
tablets  in  bottles  of  24  (N  0047-0230-24), 
100  (N  0047-0230-51)  and  1000  (N  0047- 

0230- 60).  Also  in  Unit  Dose— package  of 
10  x 10  strips  (N  0047-0230-11). 

Tedral  SA:  Double-layered,  uncoated, 

coral/ mottled  white  tablets  in  bottles  of 
100  (N  0047-0231-51)  and  1000  (N  0047- 

0231- 60).  Also  in  Unit  Dose— package  of 
10  x 10  strips  (N  0047-0231-11). 

Tedral  Elixir:  Dark  red  and  cherry-fla- 
vored in  474  ml  (16  fl  oz)  bottles  (N  0047- 
0242-16). 

STORE  BETWEEN  59°  and  86°F  (15°  and 
30°C). 

Full  information  is  available  on  request. 


GP  WANTED 

for  small  city  in  south  central  Wiscon- 
sin. New  clinic  in  process  of  being 
built. 

Presently,  one  M.D.  and  one  D.D.S. 
Need  another  M.D. 

Three  surrounding  towns  are  smaller 
and  without  an  M.D.  This  is  the  center 
for  the  area. 

Very  good  opportunity  in  a rural 
area,  but  on  an  “I”  system  to  get  to 
big  city. 

If  interested,  contact: 

Box  97 

New  Lisbon,  Wl  53950 


INTERNAL  MEDICINE 

Multi-specialty  group  seeks  physi- 
cian to  join  five-man  group  to  build 
Internal  Medicine  practice.  One 
night  and  one  weekend  out  of  five 
on  call.  Must  be  willing  to  do  some 
general  practice  while  on  call.  Sal- 
ary up  to  $75K  + retirement  program 
+ insurances,  and  plenty  of  time 
off.  Excellent  Southeastern  location. 
If  interested,  send  CV  to: 

Medical  Search 
3274  Buckeye  Road 
Atlanta,  Georgia  30341 
1-404-458-7831 


REPORT  OF  THE  THIRD  DISTRICT  COUNCILOR 

The  following  meetings  have  been  held  within  the  past 

year: 

A Third  District  Medical  meeting  was  held  at  Arlington, 
South  Dakota,  Spetember  2,  1976.  The  annual  visitation 
by  Dr.  Fred  Leigh,  President  of  the  South  Dakota  State 
Medical  Association  was  made,  along  with  that  of  our 
Executive  Secretary,  Mr.  Bob  Johnson.  Recommendations 
were  made  at  that  meeting  that  the  bylaws  of  the  Third 
Medical  District  be  updated  in  the  near  future. 

A Third  District  Medical  meeting  was  held  at  Brookings, 
South  Dakota,  November  4,  1976.  A medical  education 
program  was  held  with  guest  speaker  Dr.  Lynn  Christensen. 
The  Third  District  was  informed  that  the  Medical  Council 
had  seated  Dr.  A.  A.  Lampert,  Jr.,  Madison,  to  complete 
the  term  as  alternate  councilor  vacated  by  Dr.  Belatti. 

A Third  District  Medical  meeting  was  held  in  Flandreau, 
South  Dakota,  December  2,  1976.  Following  the  medical 
education  meeting.  Dr.  Peik  of  Sioux  Falls  spoke  on 
mammography.  The  annual  election  of  officers  was  held. 
The  president  for  the  upcoming  year  1977  was  Dr.  Curtis 
Wait,  vice-president  Dr.  Art  Lampert,  Jr.,  secretary- 
treasurer  Dr.  Walter  Patt.  Censors  elected  were  Dr.  Rea- 
gan, Dr.  Friefeld  and  Dr.  Roberts.  Delegates  were  Dr. 
Klar  and  Dr.  Shaskey.  Dr.  Calvin  Kershner  was  recom- 
mended for  honorary  retired  status. 

The  Third  District  Medical  meeting  was  held  at  Madison, 
South  Dakota,  February  10,  1977.  Dr.  Dale  Gulledge  spoke 
on  the  psychiatric  aspects  of  postmyocardial  infarction  pa- 
tients. Dr.  Joe  Primrose  was  nominated  and  elected  to  as- 
sume the  position  of  secretary-treasurer  of  the  Third  Dis- 
trict. Delegates  from  the  Third  District  are  Dr.  Shaskey  and 
Dr.  Klar.  They  were  elected  to  serve  on  the  state  nominating 
committee. 

Respectfully  submitted, 

Bruce  C.  Lushbough,  M.D. 

Councilor,  Third  District 

The  Reference  Committee  reviewed  the  Report  of  the  Third 
District  Councilor  and  recommended  its  acceptance  as 
submitted. 

REPORT  OF  THE  FOURTH  DISTRICT  COUNCILOR 

Our  annual  meeting  was  January  19,  1977.  The  entire 
slate  of  candidates  were  voted  back  in  for  this  coming 
year:  President,  C.  L.  Swanson,  M.D.;  Vice-President,  Bar- 
bara Spears,  M.D.;  Sectetary-Treasurer,  J.  T.  Cowan,  M.D.; 
Censors,  R.  J.  Owens,  M.D.,  2 years,  Barbara  Spears,  M.D., 
1 year.  R.  J.  Zakahi,  M.D.,  3 years.  C.  L.  Swanson,  M.D. 
was  named  on  the  Nomination  Committee.  M.  R.  Cosand, 
M.D.  was  elected  Delegate  and  L.  C.  Askwig,  M.D.  was 
elected  Alternate  Delegate.  The  Alternate  Councilor  selected 
was  R.  C.  Jahraus,  M.D.  Medical  Review  Censors  selected 
were  R.  J.  Owens,  M.D.,  Barbara  Spears,  M.D.,  and  R.  J. 
Zakahi,  M.D.  Barbara  Spears,  M.D.  was  voted  to  remain 
on  the  Diabetic  Committee  and  R.  C.  Jahraus,  M.D.  will 
also  continue  on  the  PSRO  Foundation. 

At  this  meeting  we  had  a special  guest.  Dr.  Fred  Leigh, 
President  of  the  State  Medical  Association  and  Mr.  Robert 
Johnson,  Executive  Secretary  of  the  State  Medical  Associ- 
ation. Also  attending  the  meeting  were  Dr.  Robert  Chlou- 
pek  of  the  State  Health  Department  and  Richard  Melton, 
Ph  D.,  State  Health  Lab  Director.  This  meeting  gave  an  ex- 
cellent representation  of  the  activities.  The  State  President, 
Dr.  Fred  Leigh,  spoke  on  continuing  medical  education, 
his  experiences  and  feelings  about  the  American  Medical 
Association,  his  work  with  the  Association,  places  he  has 
been  this  year  and  he  also  gave  considerable  time  to  com- 
ments made  about  legislation.  He  also  participated  in  con- 
versations regarding  the  bylaws  pertinent  to  the  districts  and 
to  hospitals  and  their  staffs.  He  suggested  that  the  districts 
update  their  bylaws  as  soon  as  possible  and  submit  them 
to  the  State  Medical  Association. 


Mr.  Johnson  updated  actions  being  taken  by  the  State 
Medical  Association  particularly  in  regards  to  legislation. 
He  talked  about  the  Statute  of  Limitations,  collateral  source 
payments,  primary  care  residency  bill,  drug  substitution  and 
the  Optometrist  Act.  He  also  discussed  actions  of  the  chiro- 
practors and  their  continued  attempt  to  expand  themselves 
particularly  in  doing  physical  examinations  on  high  school 
students.  There  was  considerable  amount  of  discussion  on 
other  subjects,  including  SoDaPAC  by  Dr.  Jahraus  and  Bob 
Johnson.  Also  there  was  discussion  considering  the  demands 
of  the  Federal  Trade  Commission  in  which  they  have 
accused  the  American  Medical  Association  of  restraining 
free  trade  and  have  demanded  relative  value  studies  on  all 
information  available  in  30  days.  There  also  has  been  a 
charge  made  against  the  American  Medical  Association  that 
they  intentionally  restrict  the  number  of  M.D.’s  being 
graduated.  There  were  further  lengthy  discourses  during 
the  meeting.  This  was  an  excellent  meeting,  well  at- 
tended and  pertinent  information  exchanged  by  all  con- 
cerned. 

It  should  also  be  added  that  Bob  Chloupek  explained 
the  new  papers  that  would  be  sent  for  fetal  death  reporting. 
It  was  felt  by  a majority  of  the  doctors  present  that  this  law 
was  not  proper  and  should  be  rewritten. 

Another  meeting  is  planned  in  the  near  future  in  which 
other  business  will  be  taken  up. 

Respectfully  submitted, 

C.  L.  Swanson,  M.D. 

Councilor,  Fourth  District 
The  Reference  Committee  reviewed  the  Report  of  the 
Fourth  District  Councilor  and  recommended  its  acceptance 
as  submitted. 

REPORT  OF  THE  FIFTH  DISTRICT  COUNCILOR 

In  addition  to  attending  the  Council  meetings  held  for 
the  year,  this  Councilor  reported  to  his  District  at  each  of 
their  meetings  held  in  Huron.  Our  June  3,  1976  meeting 
concerned  the  instructions  to  the  delegates  for  the  state 
meeting. 

Our  September  30,  1976  meeting  consisted  of  a program 
by  Mr.  Robert  Johnson  and  Dr.  Fred  Leigh,  State  Presi- 
dent. They  reported  on  program  plans  for  the  year. 

December  1,  1976  our  program  was  presented  by  Dr. 
Hussain  of  Sioux  Falls  and  covered  plastic  and  recon- 
structive surgery. 

Our  last  meeting  was  held  March  30,  1977.  The  program 
was  presented  by  Dr.  Willix  and  Dr.  Reynolds  on  the  heart 
surgery  program  in  Sioux  Falls,  South  Dakota. 

Respectfully  submitted, 

David  J.  Buchanan,  M.D. 
Councilor,  Fifth  District 

The  Reference  Committee  reviewed  the  Report  of  the  Fifth 
District  Councilor  and  recommended  its  acceptance  as 
submitted. 

REPORT  OF  THE  SIXTH  DISTRICT  COUNCILOR 

There  were  four  meetings  in  the  past  year.  The  first  was 
October  21,  1976,  the  second  was  January  27,  1977,  the 
third  was  March  24,  1977  and  the  fourth  will  be  April  29, 
1977.  In  the  October  and  January  meetings,  case  reports 
were  made  by  Dr.  Charles  Monson.  In  the  March  meeting, 
the  President  and  the  Executive  Secretary  of  the  State  As- 
sociation made  their  visit  and  a program  was  presented  by 
Dr.  Willix  and  Dr.  Nelson  regarding  problems  in  derma- 
tology and  on  plastic  surgery.  The  meeting  on  April  29, 
1977  is  to  be  in  conjunction  with  a meeting  with  other  doc- 
tors in  this  area  in  honor  of  Dr.  A.  Ochsner,  who  will  be 
visiting  South  Dakota  during  that  period.  Dr.  Ochsner  will 
be  giving  a small  lecture  at  the  capping  ceremony  of  the 
DWU  nursing  school.  Following  that,  the  Sixth  District 
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Association  will  have  a meeting  with  Dr.  Ochsner  at  the 
Mitchell  Country  Club. 

Respectfully  submitted, 

H.  R.  Lewis,  M.D. 

Councilor,  Sixth  District 
The  Reference  Committee  reviewed  the  Report  of  the  Sixth 
District  Councilor  and  recommended  its  acceptance  as 
submitted. 

REPORT  OF  THE  SEVENTH  DISTRICT  COUNCILOR 

We  submit  a joint  report  from  the  Councilors  of  the 
Seventh  District  Medical  Society. 

Our  meetings  are  held  monthly  except  the  summer 
months. 

In  the  past  year,  we  have  emphasized  to  our  membership 
the  importance  of  documenting  continuing  medical  educa- 
tion in  order  to  retain  membership  in  the  South  Dakota 
State  Medical  Association. 

In  the  past  year,  we  have  had  two  meetings  during  which 
guest  speakers  have  discussed  the  HSA  in  order  to  inform 
our  membership  of  developments  in  this  area. 

Respectfully  submitted, 

Paul  K.  Aspaas,  M.D. 

Durward  M.  Lang,  M.D. 

William  O.  Rossing,  M.D. 

Councilors,  Seventh  District 
The  Reference  Committee  reviewed  the  Report  of  the  Sev- 
enth District  Councilors  and  recommended  its  acceptance 
as  submitted. 

REPORT  OF  THE  EIGHTH  DISTRICT  COUNCILOR 

The  Eighth  District  Medical  Society  met  on  four  occasions 
during  the  last  year.  The  first  of  which  was  on  May  10, 
1976.  The  scientific  section  was  presented  by  Dr.  Arnold 
Leonard  of  the  University  of  Minnesota  who  spoke  on  a 
topic  of  “Surgical  Emergencies  in  Newborn  and  Respiratory 
Care  Monitor”. 

The  nominating  committee  met  and  Dr.  Gordon  Held 
was  nominated  for  president.  Dr.  John  Willcockson  for 
secretary  and  Dr.  Harold  Fletcher  for  vice-president  and 
Dr.  Herbert  Saloum  for  treasurer.  There  were  no  other 
nominations  and  these  nominations  were  unanimously  up- 
held. 

A meeting  was  held  on  September  8,  1976.  There  was 
no  old  business  during  this  meeting.  Dr.  Charles  Holler- 
man  presented  a proposition  to  sponsor  a two  day  symposi- 
um on  kidney  disease  involving  physicians,  nurses  and  lay 
community.  The  District  Eight  group  felt  they  would  like 
to  participate  in  the  scientific  section  and  that  it  could  be 
scheduled  in  the  winter  months.  Dr.  Fred  Leigh,  President 
of  the  South  Dakota  State  Medical  Association  was  a visi- 
tor and  reported  to  the  District  a program  which  dealt  with 
physicians  and  malpractice  commission,  the  continuing  med- 
ical education  program  in  the  state  of  South  Dakota  and 
upcoming  legislation  for  January  of  1977.  He  also  discussed 
consumer  groups,  such  as  Acorn  and  We  The  People 
and  their  impact  upon  medicine  as  of  today.  Mr.  Bob  John- 
son, Executive  Secretary,  also  discussed  Health  Service 
Agencies,  South  Dakota  Political  Action  Committee,  mal- 
practice issues  and  the  primary  care  residency  bill. 

On  December  2,  1976,  the  group  again  met.  It  was  re- 
ported that  there  was  a communique  from  Sioux  Valley 
Hospital  stating  that  they  were  in  the  process  of  developing 
a cardiovascular  diagnostic  and  treatment  center  and  that 
this  would  be  ready  in  the  fall.  It  was  reported  also  to  the 
District  that  50  hours  of  post-graduate  education  per 
year  would  be  necessary  to  maintain  medical  licensure.  It 
was  noted  that  a new  councilor  would  be  elected  as  of  this 
year,  inasmuch  as  Dr.  Reaney’s  term  was  ending.  It  was 
also  noted  that  if  we  could  find  new  members,  we  would  be 
eligible  for  another  councilor.  The  following  applications 
to  membership  of  District  Eight  were  reviewed  by  the 


committee  and  approved:  Dr.  Patricia  Bunger,  Dr.  Chung- 
Hao  Tuan,  Dr.  Kristen  Ries,  Dr.  Natalie  Shemonsky  and 
Dr.  Frederick  Pope. 

Respectfully  submitted, 

D.  B.  Reaney,  M.D. 

Councilor,  Eighth  District 
The  Reference  Committee  reviewed  the  Report  of  the 
Eighth  District  Councilor  and  recommended  its  acceptance 
as  submitted. 

REPORT  OF  THE  NINTH  DISTRICT  COUNCILOR 

At  the  May  12,  1976,  meeting  the  Black  Hills  District 
Medical  Society  appointed  members  to  review  the  Society’s 
bylaws.  The  committee  presented  their  proposed  revisions 
at  the  September  meeting.  Basic  changes  proposed  were: 
(1)  Eliminate  the  Board  of  Censors.  (2)  The  selection  of 
Councilors  and  the  designation  of  such  is  to  be  specific.  (3) 
There  shall  be  one  standing  committee  (the  Executive  Com- 
mittee) with  power  to  appoint  ancillary  committees.  (4) 
Eliminate  dual  reading  of  the  Bylaws  Committee.  (5) 
Cut  the  quorum  from  25%  to  20%  of  the  membership.  (6) 
Members  who  were  regarded  as  inactive  could  be  reinstated 
as  active  members  by  approval  of  the  membership  and  pay- 
ment of  the  dues  for  the  current  year  in  addition  to  their 
submitting  a request  for  reinstatement.  The  membership,  af- 
ter deliberation,  voted  to  approve  the  revision  of  the  by- 
laws. 

At  the  November  meeting,  a motion  was  made  to  re- 
quire the  members  of  the  Black  Hills  District  Medical 
Society  to  be  members  of  the  South  Dakota  State  Medical 
Association.  This  passed  with  100%  approval. 

Dr.  Schleusner  of  the  South  Dakota  School  of  Mines  and 
Technology  asked  the  Society  to  appoint  a committee  to 
determine  the  feasibility  of  establishing  a four  year  nursing 
school  based  at  that  facility.  A committee  was  appointed 
and  the  study  was  accomplished.  The  Black  Hills  District 
Medical  Society  voted  to  approve  the  four  year  nursing 
program. 

Four  new  members  were  admitted:  Dr.  Ebbert,  Dr. 
Trumpe,  Dr.  Howard,  and  Dr.  Wicks. 

Dr.  Fred  Leigh,  South  Dakota  State  Medical  Association 
President,  and  Mr.  Robert  Johnson,  Executive  Secretary, 
attended  the  November  meeting.  Dr.  Leigh  spoke  of  prob- 
lems facing  the  Association  on  the  state  level  and  Bob 
Johnson  spoke  of  the  upcoming  legislative  program. 

Dr.  Stephen  Haas  was  the  speaker  at  the  February  1977 
meeting.  He  brought  attention  to  three  bills,  in  particular, 
in  which  the  medical  community  has  an  interest.  These 
bills  are  being  acted  upon  by  the  State  Senate  and  House. 

An  education  program  was  held  April  16,  1977,  at  the 
Rapid  City  Regional  Hospital  East  followed  by  a meeting 
of  the  Black  Hills  District  Medical  Society,  held  at  the 
Ellsworth  Air  Force  Base.  This  was  the  First  Annual 
Recognition  Day  for  medical  school  students  and  faculty. 

The  officers  for  the  current  year  are: 

C.  B.  Gwinn,  M.D.,  President 
C.  E.  Tesar,  M.D.,  Vice  President 
A.  J.  Barrett,  M.D.,  Secretary-Treasurer 
Councilors — A.  J.  Barrett,  M.D. 

William  Jones,  M.D. 

Roger  Millea,  M.D. 

Respectfully  submitted, 

A.  J.  Barrett,  M.D. 
Councilor,  Ninth  District 

The  Reference  Committee  reviewed  the  Report  of  the  Ninth 
District  Councilor  and  recommended  its  acceptance  as 
submitted. 

REPORT  OF  THE  TENTH  DISTRICT  COUNCILOR 

A meeting  was  held  July  28,  1976,  Winner,  South  Dakota, 
for  the  purpose  of  adoption  of  Bylaws.  Guests  were  G.  E. 
Tracy,  M.D.,  Watertown,  and  Robert  Johnson,  Executive 
Secretary,  South  Dakota  State  Medical  Association,  Sioux 
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Falls,  South  Dakota. 

A meeting  was  held  October  20,  1976,  Hillcrest  Inn, 
Burke,  South  Dakota.  Guest  speaker  was  Richard  Jaqua, 
M.D.,  from  LCM  and  he  spoke  on  ultrasonic  technology 
of  clinical  medicine. 

A meeting  was  held  January  18,  1977,  Winner,  South 
Dakota.  Visitation  by  the  President  of  the  South  Dakota 
State  Medical  Association,  Fred  Leigh,  M.D.,  Huron,  South 
Dakota  and  Robert  Johnson,  Executive  Secretary  of  South 
Dakota  State  Medical  Association,  Sioux  Falls,  South 
Dakota.  Numerous  interesting  medical  problems  were  dis- 
cussed. 

A meeting  was  held  February  28,  1977,  Corner  Cafe, 
Gregory,  South  Dakota,  with  the  proposal  for  amendment  of 
the  Bylaws  of  the  District  to  accept  Osteopaths  for  member- 
ship, and  to  advise  JoAnn  D.  Haberman,  M.D.,  that  no 
more  breast  examinations  be  done  in  our  District.  Elected 
E.  P.  Sweet,  M.D.,  delegate  and  also  to  the  Nominating 
Committee.  Donald  D.  Bailey,  M.D.,  was  elected  alternate 
delegate. 

New  doctors  in  the  Rosebud  District  are  Sidney  Wechsler, 
M.D.,  Mission,  South  Dakota,  OB-Gyn  practice  only,  and 
George  Thompson,  D.O.,  Gregory,  South  Dakota,  in  gen- 
eral practice  association  with  R.  G.  Nemer,  M.D. 

The  next  meeting  to  be  held  mid-May  before  the  annual 
South  Dakota  State  Medical  Association  meeting. 

Respectfully  submitted, 

R.  L.  Stiehl,  M.D. 

Councilor,  Tenth  District 

The  Reference  Committee  reviewed  the  Report  of  the  Tenth 
District  Councilor  and  recommended  its  acceptance  as  sub- 
mitted. 

REPORT  OF  THE  ELEVENTH  DISTRICT  COUNCILOR 

The  Northwest  District  Medical  Society  has  had  a rela- 
tively inactive  year,  having  only  three  District  meetings 
throughout  the  year  which  were  primarily  for  medical 
education  purposes.  Projects  worked  on  during  the  year  of 
1976  were  methods  of  delivery  of  health  care  to  the  rural 
communities  in  the  western  part  of  South  Dakota.  Some 
inroads  into  this  have  been  made.  The  remainder  of  the 
year  has  been  taken  up  by  the  attempt  to  update  the  by- 
laws of  the  District. 

Respectfully  submitted, 

R.  R.  Lawrence,  M.D. 
Councilor,  Eleventh  District 
The  Reference  Committee  reviewed  the  Report  of  the 
Eleventh  District  Councilor  and  recommended  its  accept- 
ance as  submitted. 

REPORT  OF  THE  TWELFTH  DISTRICT  COUNCILOR 

The  Whetstone  Valley  District  Medical  Society  met  in 
Sisseton  on  September  15,  1976,  with  Dr.  Fred  Leigh,  Presi- 
dent of  the  South  Dakota  State  Medical  Association,  as 
speaker. 

There  was  another  meeting  in  January,  1977  in  Milbank 
with  Mr.  Larry  Houck,  physical  therapist,  as  speaker. 

The  Whetstone  Valley  District  Medical  Society  submitted 
a resolution  at  the  annual  meeting  regarding  the  elimination 
of  smoking  during  professional  meetings.  This  was  defeated. 
The  District  Medical  Society  still  feels  that  the  State  Med- 
ical Society  should  assume  a proper  leadership  role  in  setting 
appropriate  examples  for  public  health  practices. 

Respectfully  submitted, 

Eldon  E.  Bell,  M.D. 

Councilor,  Twelfth  District 
The  Reference  Committee  reviewed  the  Report  of  the 
Twelfth  District  Councilor  and  recommended  its  accept- 
ance as  submitted. 

REPORT  OF  THE  COMMISSION  ON  LEGISLATION 
AND  GOVERNMENTAL  RELATIONS 

The  Committee  had  three  meetings  this  year  instead  of 


the  usual  two,  in  order  to  finalize  our  legislative  package 
prior  to  the  session.  The  main  emphasis  was  to  re-introduce 
the  parts  of  the  malpractice  package  that  had  not  passed 
the  year  before. 

As  most  of  the  members  probably  know  by  now,  all  of 
the  legislation  that  we  initiated  and  supported  had  final 
passage  in  the  Senate  and  the  House.  However,  the  Gov- 
ernor vetoed  the  statute  of  limitations  on  minors,  but  for- 
tunately, the  House  and  Senate  overrode  his  veto.  Again, 
a great  deal  of  credit  and  thanks  must  go  to  the  Executive 
Secretary,  Bob  Johnson,  for  his  expert  leadership  in  getting 
all  of  the  legislation  passed. 

Respectfully  submitted, 

R.  G.  Gere,  M.D. 

Chairman 

Commission  on  Legislation  and 
Governmental  Relations 

The  Reference  Committee  carefully  reviewed  the  Report  of 
the  Commission  on  Legislation  and  Governmental  Relations 
and  recommends  acceptance  of  this  report.  The  Reference 
Committee  also  extends  its  congratulations  to  the  Commis- 
sion on  its  excellent  record  on  behalf  of  the  medical  pro- 
fession during  this  past  year. 

REPORT  OF  THE  COMMISSION  ON 
MEDICAL  SERVICE 

The  fall  meeting  of  the  Commission  was  held  September 
11,  1976,  in  Sioux  Falls,  South  Dakota,  with  Chairman 
B.  C.  Gerber,  M.D.,  presiding.  The  Commission  reviewed 
information  on  the  Cardiac  Service  Program  in  Yankton 
which  is  a pilot  program  with  federal  funding  for  a period 
of  three  years.  A motion  was  made  by  Dr.  Holzwarth  that 
Jay  Hubner.  M.D.,  be  invited  to  attend  the  next  Com- 
mission meeting  to  discuss  the  program,  its  operation  and 
funding. 

Mr.  Frank  Krogman,  Director  of  Emergency  Medical 
Services  in  Pierre,  discussed  the  training  program  for  Emer- 
gency Medical  tech  indicating  that  the  22-hour  basic  train- 
ing will  be  cut  back  due  to  staff  shortage.  Mr.  Krogman 
requested  continued  support  of  the  program  by  the  State 
Medical  Association  and  a motion  was  passed  to  recom- 
mend to  the  Council  that  the  SDSMA  encourage  the  insti- 
tution of  the  22-hour  training  course. 

There  was  a discussion  by  the  Commission  concerning 
categorization  of  health  care  facilities  in  the  state.  This  is 
again  being  brought  to  the  Commission  for  information 
and  support  of  the  program  by  the  State  Medical  Associ- 
ation. The  Commission  moved  to  continue  support  and 
requested  continued  cooperation  by  the  State  Medical  As- 
sociation for  full  implementation  of  the  program. 

A request  for  establishing  physical  and  mental  qualifica- 
tion standards  for  highway  patrolmen  was  discussed  and 
Dr.  Curtis  Wait  was  appointed  to  review  the  gathered 
information  and  make  recommendations  to  the  Commission 
at  their  spring  meeting. 

A discussion  by  the  Commission  concerning  the  request 
from  John  Hancock  Insurance  regarding  surgical  consulta- 
tion was  had  and  Drs.  Gerber  and  Saylor  will  gather  and 
review  information  and  formulate  a recommendation  for 
the  next  meeting. 

Dr.  Guy  E.  Tam  discussed  a letter  received  from  Dr. 
Joanne  Haberman  concerning  the  contents  of  a letter  sent 
to  the  patients  recommending  specific  treatment  by  the  pa- 
tient’s physician.  The  Commission  action  requested  the 
Council  to  recommend  to  Dr.  Haberman  that  letters  sent  to 
patients  from  her  should  state  only  whether  the  test  findings 
were  abnormal  or  normal  and  in  cases  where  the  test  find- 
ing is  abnormal,  the  patient  should  be  referred  to  her  doctor 
for  treatment  instead  of  recommending  specific  treatment 
by  the  patient’s  physician. 

As  a matter  of  information  of  the  Commission,  Dr.  Say- 
lor reviewed  contact  with  the  Northland  Chapter— Ameri- 
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can  College  of  Sports  Medicine  for  trainers,  physical  thera- 
pists and  physicians  involved  with  college  athletic  programs 
and  stated  that  interested  South  Dakota  physicians  are  in- 
vited to  become  members  and  will  be  solicited  for  mem- 
bership on  an  individual  basis. 

Meeting  adjourned  at  3:30  p.m. 

The  spring  meeting  of  the  Commission  on  Medical  Serv- 
ice was  convened  at  1:30  p.m.,  March  26,  1977,  Dr.  Saylor, 
presiding. 

As  requested  in  the  fall  meeting.  Dr.  Jay  Hubner  and 
Mr.  John  Gappa  discussed  the  cardiac  rehabilitation  pro- 
gram in  Yankton  stating  that  this  program  was  set  up  as  a 
model,  was  going  very  well  and  hopefully  will  continue 
after  federal  funding  expires  at  the  end  of  three  years. 
Dr.  Hubner  and  Mr.  Gappa  said  that  they  were  willing  to 
go  to  any  District  Medical  Society  in  South  Dakota  to 
discuss  this  program  at  no  cost  to  the  District. 

Mr.  Tom  Geraets  reported  that  with  the  help  of  the 
SDSMA,  the  22-hour  Emergency  Medical  Training  Course 
was  re-instituted  and  that  the  budget  for  the  Emergency 
Medical  Services  was  passed  by  the  legislature  and  thanked 
the  Commission  and  the  SDSMA  for  their  support. 

A report  by  Dr.  Curtis  Wait  on  physical  and  mental 
qualification  standards  for  highway  patrolmen  was  dis- 
cussed and  it  was  moved  to  recommend  to  the  Council 
that  the  guidelines  accepted  by  the  ICC  be  the  basis  of  ex- 
aminations in  South  Dakota,  and  also  to  include  an 
MMPI,  and  also,  that  these  examinations  be  conducted  on 
an  annual  basis. 

The  Commission  then  discussed  the  report  on  second 
opinion  surgical  consultation  program  previously  requested 
by  John  Hancock  Insurance  Company.  It  was  moved  by 
Dr.  Warren  Jones  that  the  Commission  on  Medical  Serv- 
ices recommend  to  the  Council  that  mandatory  second 
opinions  will  not  be  acceptable  to  the  South  Dakota  State 
Medical  Association  because  functioning  Utilization  Re- 
veiw  Committees  and  PSRO  are  already  providing  this 
service  to  a large  extent.  Motion  carried. 

Mr.  Tom  Geraets  and  Mr.  Jim  Sawyer  from  the  Emer- 
gency Medical  Services  of  the  State  Health  Department 
discussed  the  present  status  of  categorization  of  hospitals, 
reviewing  the  development  of  an  approach  to  categoriza- 
tion by  the  ad  hoc  committee  composed  of  two  members 
each  from  the  State  Medical  Association,  the  State  Hospital 
Association  and  the  State  Nursing  Association.  Dr.  A.  J. 
Javurek  moved  that  the  Commission  recommend  to  the 
Council  continued  support  on  the  part  of  the  Medical  As- 
sociation in  this  program,  and  also,  that  the  Council  give 
the  ad  hoc  committee  the  authority  to  work  in  the  area  of 
specialist  consultants  in  the  areas  of  trauma,  neonate,  poi- 
sons, burns,  cardiac  and  behavioral  emergencies  as  drugs 
and  alcohol.  Motion  was  carried. 

Dr.  G.  Robert  Bell  discussed  the  inspection  of  hospital 
records  by  a state  re-licensing  person.  It  was  moved  that 
the  Commission  on  Medical  Service  recommend  to  the 
Council  that  the  matter  of  inspection  of  hospital  records 
be  investigated  through  legal  channels  to  verify  the  situation 
with  possible  invasion  of  privacy  of  the  patient’s  record  by 
unauthorized  personnel.  The  motion  was  carried. 

The  Commission  discussed  the  speech  and  hearing  clinics 
being  held  at  Northern  College,  Brookings,  and  University 
of  South  Dakota.  Dr.  Warren  Jones  moved  that  the  Com- 
mission recommend  to  the  Council  that  an  ad  hoc  commit- 
tee of  the  Commission  further  investigate  this  matter.  The 
motion  was  carried. 

The  Commission  discussed  at  length  the  Nurse  Man- 
power Report  suggesting  ideal  average  staffing  ratios  for 
RN’s,  LPN’s  and  aides  in  hospitals,  nursing  homes  and 
physician’s  office.  Dr.  Curtis  Wait  moved  that  the  Com- 
mission recommend  to  the  Council  their  support  of  the 
action  of  the  Executive  Commission.  Motion  carried.  Dr. 


Javurek  moved  that  the  Commission  recommend  to  the 
Council  that  the  SDSMA  inform  the  Nurse  Manpower 
Committee  that  inasmuch  as  the  practice  of  medicine  is  a 
very  personal  thing  and  the  personnel  needs  of  physicians 
and  their  patients  vary  greatly,  that  to  try  and  categorize 
in  any  way  the  manpower  needs  within  a physician’s  office 
would  be  inaccurate  and  misleading.  The  inaccuracies 
would  occur  because  of  the  differing  specialties  practiced 
by  physicians,  the  different  types  of  practices  and  loca- 
tions of  the  physicians’  offices  and  the  differing  needs  of 
the  public  that  the  physicians  serve.  For  these  reasons,  any 
criteria  or  recommendation  as  to  nursing  manpower  needs  in 
physicians’  offices  should  be  deleted  from  the  report  of  the 
Nurse  Manpower  Committee.  The  motion  was  carried. 

Dr.  G.  Robert  Bell  discussed  with  the  Commission  the 
establishment  of  a rural  outreach  program  to  be  funded  in 
the  amount  of  $200,000  for  the  communities  of  Howard 
and  Bryant.  Following  discussion,  the  Commission  recom- 
mended to  the  Council  that  further  investigation  as  to  the 
progress  of  this  project  be  made  and  report  back  to  the 
Commission  and  Council  at  the  earliest  appropriate  time. 
The  meeting  adjourned  at  4:00  p.m. 

Respectfully  submitted, 

H.  L.  Saylor,  Jr.,  M.D. 

Chairman 

The  Reference  Committee  reviewed  the  Report  of  the 
Commission  on  Medical  Service  in  depth  and  recommends 
acceptance  of  this  report.  The  Reference  Committee  extends 
its  thanks  to  the  Commission  for  its  many  hours  of  work 
on  behalf  of  the  medical  profession. 

REPORT  OF  THE  COMMISSION  ON 
SCIENTIFIC  MEDICINE 

Two  meetings  of  this  Commission  were  held  during  the 
past  twelve  months.  Attendance  at  both  meetings  was  very 
good. 

The  Commission  has  the  responsibility  of  planning  the 
scientific  program  of  the  annual  meeting.  The  September 
meeting  was  largely  devoted  to  selecting  speakers  and  topics, 
as  well  as  considering  various  time  formats  for  the  meeting. 
In  order  to  provide  more  hours  of  Continuing  Medical 
Education,  the  program  was  enlarged  and  the  meeting  ex- 
tended an  additional  day. 

The  Continuing  Medical  Education  Accreditation  Com- 
mittee reports  to  the  Commission  on  Scientific  Medicine. 
To  date,  one  hospital  has  received  Category  I accredita- 
tion in  South  Dakota.  The  Rapid  City  Regional  Hospital 
has  been  accredited  for  a 3 year  period.  Other  hospitals 
will  be  reviewed  during  the  coming  year  by  our  State 
Committee  which  has  been  authorized  to  conduct  site  vis- 
its and  give  Category  I accreditation  to  programs  in  our 
state. 

The  Commission  has  spent  many  hours  studying  the 
thermography  program  in  South  Dakota.  New  studies  and 
reports  have  been  received  at  every  meeting  during  the 
past  3 years.  At  the  spring  meeting,  the  Commission  recom- 
mended that  the  State  Medical  Association’s  endorsement 
of  the  Mobile  Breast-Cancer  Screening  Program  in  this 
state  be  terminated.  The  Council  has  accepted  this  recom- 
mendation. 

The  Commission  reviewed  the  program  in  South  Dakota 
which  provides  pap  smears  to  women  in  the  state.  Con- 
tinued support  of  this  program  was  recommended. 

Respectfully  submitted, 
James  C.  Larson,  M.D. 
Chairman,  Commission  on 
Scientific  Medicine 

The  Reference  Committee  considered  the  report  of  the 
Commission  on  Scientific  Medicine.  The  Reference  Com- 
mittee recommended  the  acceptance  of  the  report  of  the 
Commission  on  Scientific  Medicine. 
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REPORT  OF  THE  COMMISSION  ON  INTERNAL 
AFFAIRS,  COMMUNICATIONS  AND  LIAISON 

The  Commission  met  twice  during  the  past  year.  Both 
meetings  were  held  in  Sioux  Falls.  The  Commission  recom- 
mended that  all  scholarships  awarded  by  the  State  Medical 
Association  be  based  on  good  scholastic  standing  but  also 
have  a demonstrated  financial  need.  The  Association 
presents  three  awards  of  $500  each  year. 

The  Commission  recommended  acceptance  of  a proposal 
from  the  Morrissey  family  to  partially  underwrite  the  cost 
of  one  issue  of  the  South  Dakota  Journal  of  Medicine,  as  a 
memorial  to  Dr.  M.  M.  Morrissey.  The  Commission  also 
discussed  plans  for  a commemorative  issue  of  the  Journal  to 
be  published  when  the  first  4 year  medical  students 
graduate  from  the  USD  School  of  Medicine. 

Representatives  of  the  Hospital  Association  met  with 
the  Commission  in  September  and  discussed  legislative 
matters  of  interest  to  the  two  associations. 

The  Commission  recommended  that  a committee  of 
physicians  be  appointed  to  serve  as  a hearing  panel  to 
work  in  conjunction  with  the  Health  Department’s  Division 
on  Drugs  in  reviewing  matters  of  suspected  self-abuse  or 
prescription  abuse  by  South  Dakota  physicians. 

The  Commission  recommended  that  the  Association  re- 
view a film  on  VD  education  and,  if  worthwhile,  purchase 
the  film  for  use  by  USD  medical  students  for  their  public 
education  project,  at  a cost  not  to  exceed  $300. 

Pharmaceutical  Association  representatives  met  with  the 
Commission  at  the  spring  meeting  and  discussed  the  Title 
19  program,  substitution  of  drugs  by  pharmacists,  refilling 
of  prescriptions  and  other  topics  of  mutual  interest. 

During  the  past  year,  the  following  South  Dakota  physi- 
cians have  died: 


H.  R.  Brown,  M.D. 

I.  R.  Salladay,  M.D. 
Richard  Steidler,  M.D. 
L.  W.  Graff,  M.D. 
James  Hoskins,  M.D. 
John  L.  Calene,  M.D. 

V.  A.  Zandersons,  M.D. 


Watertown 

Ft.  Meade 

Mobridge 

Britton 

Sioux  Falls 

Aberdeen 

Parker 


The  Health  Carreer  Loan  Fund  reported  the  following 
activity  during  the  past  12  months. 

Balance  in  Savings  Account 

March  5,  1976  $10,234.29 

INCOME 


Interest  $1,395.85 

Loan  Repayments  4,485.34 


Total  Income 

DISBURSEMENTS 
Loan  (1) 


$5,881.19  5,881.19 

$16,115.48 

$ 500.00  500.00 


$15,615.48 

Balance  in  Savings  Account 

March  11,  1977  $15,615.48 


During  the  year,  the  Commission  has  reviewed  each 
financial  report  of  the  State  Medical  Association,  the  Journ- 
al Account  and  the  Building  Fund.  The  Budget  and  Audit 
Committee,  consisting  of  the  Executive  Committee  and 
the  Chairman  of  this  Commission  approved  a budget  for 
fiscal  year  1977-78.  The  budget  was  submitted  to  the  Coun- 
cil and  approved  for  transmittal  to  the  House  of  Delegates. 
The  proposed  budget  is  attached  as  a part  of  this  report. 

Respectfully  submitted, 
John  F.  Barlow,  M.D. 
Chairman,  Commission  on 
Communications,  Internal 
Affairs  and  Liaison 


The  Reference  Committee  considered  the  Report  of  the 
Commission  on  Internal  Affairs , Communications  and  Liai- 


son. The  Reference  Committee  recommends  the  acceptance 
of  the  report  of  the  Commisson  on  Internal  Affairs,  Com- 
munications and  Liaison. 

SOUTH  DAKOTA  STATE  MEDICAL  ASSOCIATION 
PROPOSED  BUDGET  1977-1978 


INCOME 

RECEIVED  PROPOSED 


ITEM 

1975-76 

1977-78 

Special  Assessment 

$ 38,850.00 

$ 

State  Dues 

78,112.50 

90,000.00 

Annual  Meeting 

19,229.57 

13,000.00 

Refunds  & Misc. 

7,026.08 

4,000.00 

Car  Reimbursement 

252.00 

250.00 

Admin.  Reimbursement 

5,040.00 

5,000.00 

Continuing  Med.  Ed. 

— 

1,000.00 

$148,510.15 

$113,250.00 

EXPENDITURES 

SPENT 

PROPOSED 

ITEM 

1975-76 

1977-78 

Salary,  Exec.  Sec. 

$ 13,950.00 

$ 14,000.00 

Salary,  Other 

21,800.04 

29,000.00 

Social  Security 

1,952.62 

2,700.00 

Legal  & Audit 

5,064.24 

4,500.00 

Telephone 

2,851.35 

2,800.00 

Office  Supplies 

4,523.31 

4,500.00 

Dues  & Subscriptions 

790.00 

500.00 

Physicians  Travel 

5,185.74 

5,500.00 

Annual  Meeting 

12,230.98 

13,000.00 

Public  Relations 

6,628.86 

4,500.00 

Journal  Subsidy 

3,250.00 

3,500.00 

Postage 

4,519.60 

5,500.00 

Miscellaneous 

78.50 

100.00 

Legislative  Expense 

2,121.62 

3,000.00 

Car  Expense 

1,200.00 

1,200.00 

Staff  Travel 

6,181.52 

6,500.00 

Insurance 

1,406.60 

1,500.00 

Retirement  Fringe  Benefits 

6,122.76 

7,500.00 

Taxes 

193.78 

300.00 

Auxiliary  Newsletter 

691.03 

800.00 

Employment  Tax 

87.02 

125.00 

Continuing  Med.  Ed. 

— 

800.00 

Malpractice  Expense 

16,140.76 

— 

$116,970.39 

$111,825.00 

Reserve 

1,425.00 

$113,250.00 

JOURNAL 

OF  MEDICINE 

1977-1978 

INCOME 

RECEIVED 

PROPOSED 

ITEM 

1975-76 

1977-78 

Advertising 

$13,339.35 

$14,000.00 

Subscriptions 

631.75 

600.00 

Miscellaneous 

381.50 

300.00 

Refunds 

750.00 

720.00 

Journal  Subsidy 

3,250.00 

3,500.00 

Contribution 

100.00 

— 

$18,452.60 

$19,120.00 

EXPENSES 

SPENT 

PROPOSED 

ITEM 

1975-76 

1977-78 

Salary,  Editor 

$ 720.00 

$ 720.00 

Salary,  Staff 

1,500.00 

1,500.00 

Legal  & Audit 

50.00 

100.00 

Social  Security 

78.95 

100.00 

Telephone 

111.02 

100.00 
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Postage  800.00  750.00 

Office  Supplies  & Print.  15,279.81  14,950.00 


$18,539.78 

$18,250.00 

Reserve 

BUILDING  FUND 
1977-1978 
INCOME 

870.00 

$19,120.00 

RECEIVED 

PROPOSED 

ITEM 

1975-76 

1977-78 

Foundation  Rent 

$ 6,000.00 

$ 9,000.00 

Bd.  of  Exam.  Rent 

1,800.00 

1,800.00 

Interest  Income 

9,455.73 

7,000.00 

$17,255.73 

EXPENSES 

$17,800.00 

SPENT 

PROPOSED 

ITEM 

1975-76 

1977-78 

Salaries,  Staff 

$3,000.00 

$ 7,400.00 

Utilities 

1,432.39 

2,000.00 

Taxes  & Insurance 

1,870.48 

3,800.00 

Maint.  & Supplies 

1,637.71 

2,500.00 

Legal  & Audit 

920.00 

1.000.00 

Building  Cost 

112.00 

— 

$8,972.58 

$16,700.00 

Reserve 

1,100.00 

$17,800.00 


REPORT  OF  THE  COMMITTEE  FOR  CONTINUING 
MEDICAL  EDUCATION 

In  July  of  1976,  the  Rapid  City  Regional  Hospital 
facilities  were  inspected  and  our  approval  for  Category  I 
accreditation  was  given  to  them.  This  has  subsequently 
been  confirmed  by  the  AMA  and  the  South  Dakota  State 
Medical  Association  now  has  the  powers  of  accreditation 
approval.  At  this  time,  the  application  for  approval  has  been 
submitted  by  the  State  Medical  Association. 

The  McKennan  Hospital  in  Sioux  Falls  is,  at  this  time, 
writing  up  their  application  for  approval.  Sioux  Valley 
Hospital  in  Sioux  Falls  is,  at  this  time,  gathering  the  appro- 
priate information  to  submit  their  application.  Contact  has 
been  made  by  the  Huron  Hospital  for  assistance  in  plan- 
ning a program  which  would  need  Category  I hours.  The 
State  Medical  Association  is  expected  to  gain  approval 
through  its  Scientific  Committee  for  accreditation  purposes 
in  time  for  the  meeting  in  Aberdeen. 

Respectfully  submitted, 

K.  Gene  Koob,  M.D. 

Chairman 

The  Reference  Committee  reviewed  the  report  of  the  Com- 
mittee for  Continuing  Medical  Education.  The  Committee 
recommends  the  adoption  of  this  report. 

REPORT  OF  THE  STATE  UTILIZATION  AND 
INSURANCE  REVIEW  COMMITTEE 

Since  the  last  report,  this  Committtee  has  met  three 
times:  April  28,  1976;  September  22,  1976;  and  December 
15,  1976.  Two  meetings  were  attended  by  all  members  of 
the  Committee  and  the  other  meeting  attended  by  seven  of 
the  eight  members.  Each  meeting  involved  approximately 
five  hours  of  intensive  review  and  in-depth  discussion. 

At  the  April  and  December  meetings  lengthy  discussions 
were  held  concerning  the  concept  of  usual,  customary  and 
reasonable  fees  and  the  computation  of  such  fees.  It  was 
determined  that  the  following  factors  should  be  considered 
by  the  Committee  in  case  reviews: 


1.  the  need  for  the  service 

2.  the  prevailing  charge  for  the  area 

3.  the  usual  charge  of  the  individual  physician 

4.  the  degree  of  difficulty  involved  for  the 
service  provided  on  an  average  basis 

5.  any  extenuating  circumstances 

6.  the  skill  and  training  of  the  physician 
providing  the  service 

7.  the  time  involved  (minutes,  hours,  day, 
night,  holiday,  etc.) 

8.  the  result  of  the  service  rendered 

The  Committee  has  reviewed  sixteen  cases  by  mail  and 
twenty-three  at  meetings.  A number  of  these  cases  have 
been  reviewed  at  the  district  level  also,  and  several  have 
been  reviewed  by  the  State  Committee  two  and  three  times. 
In  addition  to  review  of  individual  cases,  the  Committee 
adopted  six  guidelines  to  assist  them  in  their  review  work. 
While  the  case  load,  both  at  the  district  and  state  levels 
has  decreased,  the  cases  referred  for  review  are  more  com- 
plex and  require  a great  deal  of  in-depth  study  and  consid- 
eration by  all  Committee  members. 

On  behalf  of  all  Committee  members  and  staff,  I want 
to  recognize  Dr.  H.  Russell  Brown  who  served  as  chair- 
man of  this  Committee  until  his  death  in  January  1977. 
Under  his  able  and  dedicated  leadership  this  Committee 
has  functioned  well  and  provided  a much  needed  service  to 
the  credit  of  the  State  Medical  Association.  He  devoted 
a great  deal  of  time  and  energy  to  this  Committee  and 
its  work,  and  he  will  be  sorely  missed  by  all. 

Respectfully  submitted, 
E.  S.  Palmerton,  M.D. 
Chairman 

The  Reference  Committee  reviewed  the  report  of  the  State 
Utilization  and  Insurance  Review  Committee.  The  Commit- 
tee recommends  the  adoption  of  this  report. 

REPORT  OF  THE  GRIEVANCE  COMMITTEE 

The  Grievance  Committee  had  one  formal  meeting  during 
the  year  in  addition  to  telephone  conferences.  During  the 
past  year,  three  grievances  have  been  settled;  one  involving 
a fee  dispute;  one  involving  a question  over  office  proce- 
dure for  collecting  fees  and  the  third  grievance  involved 
dissatisfaction  with  an  eye  examination. 

There  is  one  grievance  which  has  been  held  for  the  past 
two  years  and  that  is  the  one  involving  an  inmate  at  the 
penitentiary.  This  grievance  is  being  held  pending  the  out- 
come of  a suit  in  Federal  Court  regarding  medical  care  and 
other  services  provided  inmates  at  the  state  penitentiary. 

There  is  one  pending  grievance  at  the  present  time.  Dur- 
ing the  past  year,  the  Grievance  Committee  received  two 
complaints  involving  a non-member  of  the  State  Associ- 
ation and  several  letters  of  inquiry  were  received  at  the 
executive  office.  After  a response  was  sent  to  the  inquiring 
parties,  no  formal  grievance  has  been  filed  on  this. 

Respectfully  submitted, 

R.  E.  Van  Demark,  M.D. 
Chairman 

The  Committee  reviewed  the  report  of  the  Grievance  Com- 
mittee. The  Committee  recommends  the  adoption  of  this 
report. 

REPORT  OF  THE  COMMITTEE  ON 
LONG  RANGE  PLANNING 
The  Committee  on  Long  Range  Planning  met  during  the 
year  to  try  to  determine  what  possibly  are  the  long  range 
problems  facing  the  South  Dakota  State  Medical  Associ- 
ation. We  felt  our  position  is  not  so  much  a problem 
solving  position  as  a problem  identifying  position.  Our 
hope  was  that  after  our  report  to  the  Council  of  what  we 
felt  were  problems  or  potential  problem  areas,  that  they 
could  directly  delegate  this  responsibility  to  various  parts 
of  the  organization  for  study  and  recommendation.  Many 
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of  the  problems  that  we  brought  up  were  referred  to  the 
respective  commissions  in  our  Medical  Association  in  whose 
area  of  responsibility  this  would  fall. 

The  next  year  or  two  will  tell  how  successful  we  have 
been. 

Respectfully  submitted. 

James  Ryan,  M.D. 

Chairman 

The  Committee  reviewed  the  report  of  the  Committee  on 
Long  Range  Planning.  The  Committee  recommends  the 
adoption  of  this  report. 

REPORT  OF  THE  COMMISSION  ON 
PROFESSIONAL  LIABILITY 

The  Commission  on  Professional  Liability  met  on  sev- 
eral occasions  during  the  past  year.  The  first  meeting  intro- 
duced the  new  members  to  representatives  of  those  other 
Boards  and  Commissions  with  important  ties  to  the  Com- 
mission on  Professional  Liability.  The  areas  for  work  by 
the  Commission  on  Professional  Liability  were  reviewed. 
The  prior  accomplishments  of  a legislative  nature  were 
reviewed,  particularly  the  arbitration  plans  for  medical 
liability  and  the  statute  of  limitations  bills  which  had  been 
passed  by  the  1976  Legislature. 

Priorities  for  legislation  and  other  activities  of  the  Com- 
mission on  Professional  Liability  were  discussed.  From  the 
outset,  it  was  felt  that  an  improved  statute  of  limitations 
and  the  reintroduction  of  the  collateral  source  legislation 
were  to  be  high  on  the  priority  list.  Throughout  the  year 
numerous  attempts  were  made  to  assess  the  course  of  the 
malpractice  crisis.  It  was  the  impression  of  the  insurance 
companies  involved,  as  well  as  the  Commission  on  Profes- 
sional Liability,  that  a new  atmosphere  and  attitude  was 
developing  which  could  well  set  the  stage  for  improved 
climate  for  continued  malpractice  insurance  coverage  as 
well  as  a decreased  incidence  in  the  number  of  claims  and 
suits  and  a possible  decrease  in  the  malpractice  insurance 
rates. 

The  Commission  on  Professional  Liability  has  made 
frequent  contacts  with  executives  of  The  St.  Paul  Com- 
pany for  interim  reports  on  the  activity  in  South  Dakota. 
It  has  been  their  stated  opinion  that  South  Dakota,  in 
their  organized  efforts  to  alleviate  the  malpractice  problem, 
has  come  a long  way  towards  a solution.  The  officials  of 
The  St.  Paul  Company  have  indicated  that  there  is  still 
a fairly  steady  flow  of  reported  suits  and  claims  in  South 
Dakota,  but  they  have  not  been  alarmed  at  any  increase  in 
the  dollar  cost  in  this  area. 

The  Commission  on  Professional  Liability  met  in  joint 
session  with  the  Legislative  Commission,  at  which  time 
legislative  priorities  were  established  and  reported  to  the 
Council.  The  priorities  of  effort  were  directed  first  to  an 
improved  statute  of  limitations,  particularly  in  reference  to 
the  juvenile  situation,  and  also  for  the  repeal  of  the  col- 
lateral source  rule.  The  repeal  of  the  collateral  source 
rule  would  enable  the  concomitant  sources  of  compensa- 
tion to  be  considered  in  the  computation  of  awards  and 
judgments  favoring  the  plaintiff  in  medical  liability  cases. 

Contacts  with  the  insurance  companies  regarding  their 
outlay  in  defense  and  investigation  of  potential  malpractice 
cases  has  been  an  area  of  communication  by  the  Commis- 
sion on  Professional  Liability. 

In  the  1977  Legislature  we  found  favorable  surroundings 
for  the  introduction  of  our  proposed  legislation  and  were 
pleased  with  the  outcome.  Enactment  of  the  statute  of  lim- 
itations on  minors  and  the  repeal  of  the  collateral  source 
rule  were  obtained.  We  were  further  successful  with  the 
help  of  our  excellent  lobbyists,  Robert  Johnson  and  David 
Gerdes,  to  achieve  an  override  of  the  Governor’s  veto  in 
reference  to  the  statute  of  limitations  on  minors  bill. 


The  two  year  statute  of  limitations  carries  with  it  an 
immediate  area  of  relief  as  does  the  repeal  of  the  collateral 
source  rule. 

During  the  year,  a better  relationship  between  the  South 
Dakota  Hospital  Association  and  the  Bar  Association,  with 
reference  to  medical  liability  problems  was  achieved. 

The  completed  arbitration  forms,  as  approved  by  the 
House  of  Delegates  in  June  of  1976,  were  further  ap- 
proved by  the  South  Dakota  Hospital  Association  and  the 
South  Dakota  Bar  Association.  This  vehicle  is  now  avail- 
able and  all  practicing  physicians  and  hospitals  are  encour- 
aged to  make  use  of  the  arbitration  system  to  help  us  to 
better  manage  medical  liability  cases  and  to  develop  experi- 
ence in  this  field  to  determine  the  efficacy  of  this  system. 

In  summation,  it  is  still  too  soon  to  see  dramatic  changes 
in  the  professional  liability  field  because  of  the  legislation 
of  1976  and  1977.  We  feel  it  is  a definite  improvement  and 
the  general  attitude  of  all  concerned  is  that  much  educa- 
tion and  understanding  has  developed  which  can  further 
improve  the  malpractice  crisis.  It  must  be  remembered  that 
all  activity  involving  medical  liability  cannot  be  monitored 
closely  because  of  the  constitutionality  involving  confidences 
and  privacy  of  those  concerned.  We  are  not  able  to  follow 
rumors  of  malpractice  cases  to  a factual  end  with  regard 
to  cost  and  nature  of  involvement.  Out  of  court  settlements 
and  unpublicized  settlements  are  not  subject  to  mandatory 
reporting.  We  hope  and  are  encouraged  by  the  positive 
attitude  of  the  insurance  carriers  that  South  Dakota  is  de- 
veloping a stance  with  regards  to  medical  liability  to  con- 
tinue in  freedom  the  practice  of  medicine.  Looking  towards 
the  future,  investigation  of  any  new  concept  to  alleviate 
the  malpractice  crisis  will  be  entertained.  Further,  isolation 
of  specific  sources  of  exposure  shall  be  monitored,  problem 
areas  will  be  identified  and  recommendations  for  action 
proposed.  It  is  hoped  that  through  the  newly  developed 
Credentials  Commission  and  the  requirements  of  continuing 
medical  education  and  the  surveilance  of  the  peer  review 
system,  we  can  continue  to  assure  a quality  standard  of 
medicine  while  at  the  same  time  reducing  the  medical 
liability  exposure. 

I wish  to  thank  the  members  of  the  Commission  on 
Professional  Liability  for  their  contribution  in  1976-1977 
and  the  membership  of  the  South  Dakota  State  Medical 
Association  for  their  support  in  the  activities  of  the  Com- 
mission. I also  wish  to  express  my  thanks  to  the  staff  of 
the  South  Dakota  State  Medical  Association  and  particularly 
to  Robert  Johnson  and  David  Gerdes  for  their  splendid 
efforts  on  our  behalf  in  legislative  work. 

Respectfully  submitted, 
W.  B.  Odland,  M.D. 
Chairman 

The  Reference  Committee  reviewed  the  report  of  the  Com- 
mission on  Professional  Liability.  We  commend  the  Com- 
mission on  their  outstanding  work  during  the  past  two  years. 
We  recommend  the  adoption  of  this  report. 

REPORT  OF  THE  ENDOWMENT  ASSOCIATION 

I have  once  again  served  as  President  of  the  Endowment 
Association  and  as  such,  we  can  report  having  had  the  finest 
income  year  in  the  history  of  the  Endowment  Association. 
We  had  large  contributions  from  many  physicians  and 
smaller  contributions  from  even  more.  We  have  matched 
money  with  the  federal  goverment  in  student  loans  and  are, 
at  the  approximate  evaluation,  currently  with  assets  and 
money  owed  us  by  students  who  are  to  repay  loans,  of 
somewhere  close  to  the  $250,000  figure.  Currently,  there  is 
an  ever-increasing  demand  for  loans  because  of  a loss  of 
federal  funding  in  many  areas.  So  it  continues  to  be  terribly 
important  that  the  Endowment  Association  continue  to 
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progress  and  grow.  If  we  can  at  sometime  arrive  at  a state 
where  we  have  even  more  money  coming  in  from  interest 
from  that  which  we  have  invested  in  commercial  CD’s,  or 
should  we  have  a bad  year  in  contributions  we  would  still 
be  able  to  provide  student  loans  and  other  areas  of  need 
for  the  University  of  South  Dakota.  Our  need  for  loans 
will  become  even  greater  as  we  progress  with  our  degree 
granting  medical  school,  since  we  now  have  four  years  that 
students  are  with  us  and  will  require  loans  rather  than  the 
previous  two  years. 

The  Endowment  Association  Committee  has  served  faith- 
fully and  well.  I wish  to  congratulate  all  the  members  of 
the  Endowment  Association  on  their  continuing  solicita- 
tion of  funds  for  the  Endowment  Association.  Mrs.  Pat- 
ty Butler,  who  has  worked  very  hard  with  the  Endowment 
Association,  and  Mr.  Bob  Johnson,  Executive  Secretary, 
deserve  a great  deal  of  credit.  As  you  know,  we  now  also 
have  a secretary  on  a part-time  basis  for  the  Endowment 
Association.  As  we  continue  to  grow  we  will  be  able  to 
provide  more  and  more  help  to  our  students. 

Respectfully  submitted, 
Gerald  E.  Tracy,  M.D. 
President 

The  Reference  Committee  reviewed  the  report  of  the  En- 
dowment Association.  The  Committee  recommends  the 
adoption  of  this  report. 

REPORT  OF  THE  SOUTH  DAKOTA  POLITICAL 
ACTION  COMMITTEE 

The  1977  session  of  the  South  Dakota  Legislature  is  over 
and  all  bills  sponsored  by  the  South  Dakota  State  Medical 
Association,  (other  than  that  statutorily  defining  locality 
rule)  were  given  final  passage  by  the  legislature.  In  addi- 
tion, the  two  bills  opposed  by  our  organization  were  de- 
feated. Credit  for  this  unprecedented  success  must  go  to 
Robert  Johnson,  Executive  Secretary  of  the  South  Dakota 
State  Medical  Association,  and  his  staff.  I am  sure  he 
would  agree  that  his  work  would  not  have  been  as  success- 
ful if  the  composition  of  the  legislature  had  not  been  great- 
ly altered  during  the  1976  election.  In  that  election, 
SoDaPAC  financially  supported  72  candidates  of  which  58 
were  elected  indicating  a success  rate  of  81  percent. 

Membership  in  SoDaPAC  reached  a new  high  in  1976, 
there  being  235  members  of  whom  56  were  sustaining  mem- 
bers. Because  of  this  excellent  record,  SoDaPAC  has  re- 
cently been  informed  that  it  has  placed  first  in  the  category 
of  Contributions  Per  Member  in  competition  with  all  PAC 
organizations  in  the  United  States. 

It  continues  to  be  extremely  important  for  the  majority 
of  the  members  of  the  South  Dakota  State  Medical  Associ- 
ation to  become  active  in  SoDaPAC.  Those  funds  received 
from  members  in  1977,  a non  election  year,  will  be  added 
to  those  received  in  1978,  creating  an  amount  available  for 
expenditure  during  the  campaign  of  1978  more  than  double 
that  available  during  1976. 

At  the  January  14,  1977,  SoDaPAC  Board  of  Directors 
meeting,  T.  J.  Wrage,  M.D.  of  Watertown,  was  elected 
chairman.  I urge  each  of  you  to  give  him  the  same  support 
given  to  SoDaPAC  in  1976. 

It  has  been  stimulating  to  see  the  enthusiasm  for  political 
activity  grow  amongst  our  membership  and  I thank  the 
members  of  SoDaPAC  for  allowing  me  to  serve  as  chairman 
during  1976. 

Respectfully  submitted, 
W.  R.  Taylor,  M.D. 
Chairman 

The  Reference  Committee  reviewed  the  report  of  the  South 
Dakota  Political  Action  Committee.  The  Committee  recom- 
mends the  adoption  of  this  report. 


ANNUAL  MEETING 
MINUTES 

SOUTH  DAKOTA  MEDICAL  SERVICE,  INC. 

CORPORATE  BODY  MEETING 

June  2,  1977,  9:30  a.m. 

Holiday  Inn,  Aberdeen,  South  Dakota 

Chairman  Gormley  called  the  meeting  of  the  Corporate 
body  of  South  Dakota  Medical  Service,  Inc.  to  order  at 
9:30  a.m.,  on  June  2,  1977,  at  the  John  Holiday  Room 
at  the  Holiday  Inn,  in  Aberdeen,  South  Dakota. 

Upon  roll  call  vote  the  following  members  of  the  corpo- 
rate body  of  the  South  Dakota  Medical  Services,  Inc. 
were  present:  Doctors  F.  D.  Leigh,  James  Ryan,  Russell 
Harris,  Joseph  Hamm,  Winston  Odland,  William  R.  Tay- 
lor, G.  E.  Tracy,  G.  R.  Bartron,  Bruce  Lushbough,  C.  L. 
Swanson,  David  Buchanan,  Paul  Aspaas,  Durward  Lang, 
William  Rossing,  D.  L.  Ensberg,  Duane  Reaney,  A.  J.  Bar- 
rett, William  Jones,  Roger  Millea,  Robert  L.  Stiehl,  Eldon 
Bell,  A.  Janusz,  James  Hovland,  John  Christopher,  James 
Larson,  James  Rud,  Werner  Klar,  A.  A.  Lampert,  Jr., 
M.  R.  Cosand,  Roscoe  Dean,  E.  A.  Hofer,  Richard  Gere, 
Charles  Monson,  T.  A.  Angelos,  L.  J.  Hyland,  R.  E.  Gun- 
narson,  E.  D.  Kemp,  Guy  Tam,  Bill  Church,  Dennis 
Johnson,  W.  A.  Boade,  H.  A.  Saloum,  H.  Fletcher,  R.  I. 
Porter,  A.  Javurek,  R.  D.  Bloemendaal,  G.  F.  Wood,  Mi- 
chael Brown,  Bruce  Allen,  E.  P.  Sweet,  James  Wunder 
and  E.  A.  Johnson. 

A quorum  being  present,  which  Chairman  declared  the 
annual  meeting  of  the  Membership  of  the  Corporate  Body 
of  South  Dakota  Medical  Service,  Inc.  to  be  duly  in  session 
for  the  transaction  of  business. 

Dr.  Bloemendaal  moved  that  the  minutes  of  the  last 
meeting  of  the  corporate  body,  being  the  1976  Annual  Meet- 
ing, be  waived,  the  same  having  been  published  in  the 
corporate  handbook  previously  mailed  to  each  member. 
Such  motion  was  seconded  by  Dr.  Aspaas.  Upon  voice 
vote  the  same  was  approved  unanimously. 

The  Chairman  asked  the  President  to  make  introductions 
to  the  membership  of  others  present  at  the  meeting.  Mr. 
Erickson  introduced  the  lay  members  of  the  corporate 
board  of  directors  that  were  present,  namely,  Don  Howe 
and  James  Jelbert. 

At  the  request  of  the  chairman.  President  Erickson  pre- 
sented the  financial  report  of  South  Dakota  Medical  Serv- 
ice, Inc.  for  the  year  1976,  which  financial  report  had  also 
been  previously  published  and  mailed  to  each  member.  A 
discussion  followed  relative  to  the  financial  report  and  in- 
dividual items  shown  thereon.  It  was  noted  that  during  the 
year  1976,  South  Dakota  Medical  Service,  Inc.  had  a net 
loss  of  $272,812.  94%  of  all  premiums  received  were  paid 
out  in  direct  claims  expense.  Total  administrative  expenses 
were  1^.6%.  The  loss  on  claims  and  administration  ex- 
penses Over  preimium  income  were  partially  offset  by  in- 
vestment income. 

The  President  reviewed  the  investment  policy  of  the  South 
Dakota  Medical  Service,  Inc.  He  stated  that  the  previous 
policy  of  investing  in  South  Dakota  Banks  and  Savings 
and  Loan  Associations  has  been  continued.  The  Corpora- 
tion has  no  investments  in  common  or  preferred  stock  and 
therefore  there  were  no  recent  losses  thereon. 

In  answer  to  a question  from  a member,  the  President 
stated  that  the  corporation  recently  initiated  a premium 
increase  which  it  is  hoped  will  allow  the  corporation  to 
operate  in  the  black  for  the  fiscal  year  1977.  He  noted 
that  in  April  the  corporation  actually  paid  out  on  claims 
every  dollar  of  premium  income.  He  stated  that  April  is 
a large  claim  month  normally. 

Additional  discussion  followed  relative  to  the  present 
financial  position  of  South  Dakota  Medical  Service,  Inc. 
and  its  future  financially. 

Dr.  Swanson  moved  that  the  financial  report  be  approved 
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as  presented  and  published.  Dr.  Taylor  seconded  such  mo- 
tion and  upon  voice  vote  the  same  was  approved  unani- 
mously. 

The  Chairman  called  for  the  report  of  the  Nominating 
Committee.  The  report  of  the  Nominating  Committee  con- 
sisting of  the  following  members: 

Roscoe  Dean,  M.D.,  Chairman 
Guy  Tam,  M.D. 

Richard  Gere,  M.D. 

Bruce  Lushbough,  M.D. 

E.  A.  Johnson,  M.D. 

The  chairman  of  the  nominating  committee  noted  that 
two  directors  whose  terms  had  expired  were  eligible  for 
re-election  to  the  board,  namely,  John  Olson  and  Dr. 
Aspaas.  The  nominating  committee  submitted  both  names 
for  re-election.  The  Chairman  further  noted  that  there  were 
two  vacancies  on  the  Board  by  reason  of  Mr.  Gormley 
having  served  three  terms  and  not  being  eligible  for  re- 
election,  and  the  recent  death  of  Dr.  H.  Russell  Brown  of 
Watertown.  For  these  positions,  the  nominating  committee 
submitted  the  names  of  Ralph  Nauman  of  Gettysburg,  South 
Dakota,  and  Dr.  John  Stransky  of  Watertown,  South  Da- 
kota, for  three  year  terms.  He  stated  that  this  concluded 
the  report  of  the  Nominating  Committee. 

The  chairman  of  the  Board  stated  that  the  meeting  was 
now  open  for  nominations  from  the  floor.  No  nominations 
were  presented  from  the  floor. 

Dr.  Charles  Swanson  moved  that  the  nominations  cease 
and  that  the  secretary  be  instructed  to  cast  a unanimous 
ballot  for  the  nominees,  namely,  John  Olson,  Dr.  Paul 
Aspass,  Ralph  Nauman  and  Dr.  John  Stransky.  Such  mo- 
tion was  seconded  by  Dr.  Hofer.  Upon  voice  vote  such 
motion  was  approved  unanimously. 

The  Board  Chairman  called  for  consideration  of  agenda 
item  entitled  New  Business.  He  asked  the  members  if  any 
one  had  any  new  business  they  desired  presented  to  the 
Corporation.  No  new  business  was  presented  at  the  meeting. 

The  Board  Chairman  then  presented  his  annual  report  to 
the  meeting.  He  reviewed  the  progress  of  Blue  Shield  dur- 
ing the  years  that  he  had  served  as  a member  of  the  Board 
from  1964  to  the  present.  He  noted  the  substantial  growth  of 
dollars  paid  on  claims  as  an  indication  of  the  service  the 
corporation  was  providing  to  the  people  of  South  Dakota. 

He  took  special  note  of  the  death  of  Dr.  H.  Russell 
Brown  of  Watertown,  who  had  been  actively  involved  in 
the  programs  of  the  South  Dakota  Medical  Service,  Inc. 
almost  from  the  very  beginning  of  the  corporation.  He 
noted  the  long  years  of  service  Dr.  Brown  provided  the 
corporation  as  a director  and  officer.  At  the  conclusion  of 
the  report,  he  announced  that  the  Board,  by  previous  ac- 
tion, had  determined  to  present  a plaque  in  honor  of  Dr. 
Brown  to  his  widow. 

The  Chairman  then  requested  that  Ruth  Brown  come 
forward  to  receive  the  plaque.  Mrs.  Brown  came  forward  in 
the  accompaniment  of  her  son-in-law,  Dr.  Gerald  Tracy. 
The  Chairman  read  the  scroll  adopted  by  the  Board  of  Di- 
rectors of  Blue  Shield  and  presented  the  same  to  Mrs. 
Brown.  Mrs.  Brown  briefly  addressed  the  group  and  ex- 
pressed her  appreciation  for  the  sentiments  of  the  Board 
and  the  corporate  membership.  Mrs.  Brown  received  a 
standing  ovation  from  the  assembly. 

The  Chairman  then  requested  that  the  President,  Mr. 
Erickson,  take  charge  of  the  meeting  for  the  presentation 
of  gifts  to  retiring  Board  members. 

Mr.  Erickson  noted  to  the  membership  that  South  Dako- 
ta Medical  Service,  Inc.  adopted  the  policy  of  presenting  a 
pen  and  pencil  set  to  the  retiring  members  of  the  Board. 
These  were  engraved  with  their  names  and  dates  of  service. 
Mr.  Erickson  then  presented  the  same  to  Mr.  Gormley, 
and  discussed  the  numerous  years  of  service  of  Mr.  Gorm- 
ley. He  expressed  the  appreciation  of  the  Board,  its  officers, 
and  the  membership  for  his  years  of  service. 


The  Chairman  then  called  for  consideration  of  any  other 
business  by  the  Membership.  There  being  no  further  busi- 
ness, Dr.  Bartron  moved  that  the  meeting  be  adjourned. 
Such  motion  was  seconded  by  Dr.  Buchanan.  Upon  voice 
vote  the  same  was  approved  unanimously. 

The  meeting  was  duly  adjourned  at  10:15  a.m. 

John  H.  Zimmer 
Secretary 

PRESIDENTS  ADDRESS  TO  THE 
HOUSE  OF  DELEGATES 

All  of  you  have  previously  seen  reports  of  my  various 
and  sundry  activities  for  the  past  year  in  the  Journal  or 
Grab  Bag,  so  I will  not  presume  to  bore  you  with 
repetition. 

Our  physicans  liability  legislation  was  a satisfying 
success,  but  we  must  not  become  quiescent  and  flushed 
with  victory.  I am  sorry  to  inform  you  that  two  of  our 
most  valued  members  of  this  Commission  have  resigned: 
Dr.  Odland  and  Dr.  Haas,  and  we  owe  them  our  utmost 
gratitude. 

The  Postgraduate  Education  Committee  is  meeting  and 
functioning,  and  I am  sure,  will  make  marked  and  lasting 
contributions. 

The  A.A.F.P.  was  successful  in  its  legislative  endeavors 
for  an  appropriation  for  primary  care  residencies;  however, 
this  included  only  fiscal  year  1977-78,  and  legislative  time 
is  rapidly  approaching  again. 

The  South  Dakota  Foundation  for  Medical  Care 
(P.S.R.O.)  is  open  for  business,  so  to  speak,  with  new 
offices  and  an  expanded  staff. 

The  Continuing  Medical  Education  Program  for  the 
S.D.S.M.A.  is  functioning  and  expanding  slowly.  Again,  1 
must  remind  all  of  you  of  the  required  150  hours  in  threa 
years — 60  hours  in  Category  I — for  continuing  membership 
in  our  organization.  I would  urge  all  of  you  to  report 
your  hours  to  the  state  office. 

The  Medical  School  graduated  its  first  four-year  class 
with  pomp  and  circumstance.  I feel  that  we  have  capable 
leadership  in  the  deanships  of  Doctors  Quinn,  Hamm, 
Hollerman,  and  Karl  Wegner.  The  liaison  has  been  good 
and  I sincerely  hope  will  continue  to  be  so. 

We  have  dropped  our  Relative  Value  Study  for  reasons 
which  have  been  explained  to  you.  The  Federal  Trade  Com- 
mission has  been  attempting,  unsuccessfully,  to  control  all 
non-profit  organizations,  such  as  ours. 

My  grave  concern  is  the  Health  Service  Agency  you 
have  participated  in  the  workshop  concerning  this  all- 
encompassing  act  and  we  have  four  alternatives  open  to  us; 

1.  Do  not  participate  as  Nebraska  & North  Carolina — 
They  claim  it  is  unconstitutional. 

2.  Status  quo — with  our  two  members  on  the  board. 

3.  Establish  a department  within  our  organization  to 
keep  abreast  of  H.S.A.,  N.H.I.,  Talmadge  Bill,  F.T.C., 
etc.  and  keep  all  of  us  well  informed.  I firmly  be- 
lieve that  this  must  be  done,  even  if  it  requires  a 
substantial  dues  raise. 

4.  If  we  do  not  accept  this  challenge  to  organized 
medicine,  I think  we  should  go  back  to  being  a 
social  club — enjoy  it — and  forget  organized  medicine 
as  we  have  known  it. 

I would  be  amiss  if  I did  not  thank  our  excellent  staff 
in  Sioux  Falls  for  the  untiring  efforts  and  help  to  me 
during  this  year. 

Also,  my  sincere  thanks  to  the  officers,  councilors,  and 
various  commissions  and  committees  for  their  help  and 
support. 

Gentlemen,  we  have  able  leadership  following  me,  and 
I feel  we  can  rest  easy  that  everything  will  be  in  com- 
petent and  capable  hands. 

I want  to  personally  thank  all  of  you  for  the  privilege 
and  honor  you  bestowed  on  me  in  being  your  president. 
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I can  assure  you  that  it  was  “a  year  that  was”,  and  I 
shall  cherish  it  the  rest  of  my  natural  life. 

Fred  Leigh,  M.D. 

PRESIDENTIAL  OATH  OF  OFFICE 

I SOLEMNLY  SWEAR  THAT  I shall  carry  out  the 
duties  of  the  President  of  the  South  Dakota  State  Medical 
Association  to  the  best  of  my  ability.  I shall  strive  con- 
stantly to  maintain  the  ethics  of  the  medical  profession 
and  to  promote  the  public  health  and  welfare.  I shall 
dedicate  myself  and  my  office  to  improving  health  standards 
and  to  the  task  of  bringing  increasingly  improved  medical 
care  to  the  people  of  South  Dakota.  I shall  uphold  the 
Constitution  and  Bylaws  of  the  AMA  and  the  South 
Dakota  State  Medical  Association.  I shall  champion  the 
cause  of  freedom  in  medical  practice  and  freedom  for  all 
my  fellow  Americans. 

I do  solemnly  swear  that  I will  discharge  the  duties  of 
this  office  to  the  best  of  my  ability,  so  help  me  God. 

DISTINGUISHED  SERVICE  AWARD 

Started  in  1951 — T.  F.  Riggs,  M.D.,  Pierre 
(deceased) 

1952 —  H.  Russell  Brown,  M.D.,  Watertown 
(deceased) 

1953 —  Guy  Van  Demark,  M.D.,  Sioux  Falls 
(deceased) 

1954 —  J.  C.  Ohlmacher,  M.D.,  Vermillion 
(deceased) 

1955 —  R.  G.  Mayer,  M.D.,  Aberdeen 
(deceased) 

1956 —  J.  C.  Ohlmacher,  M.D.,  Vermillion 
(deceased) 

1957 —  W.  E.  Donahoe,  M.D.,  Sioux  Falls 
(deceased) 

1958 —  Drs.  J.  C.  Hagin  (deceased),  M.  W.  Pang- 
burn  (deceased),  and  James  DeGeest,  Miller 

1958 — J.  F.  Brenckle,  M.D.,  Superior,  Wise, 
(deceased) 

1958 —  Mrs.  Agnes  Holdridge,  Madison 

1959 —  Walter  L.  Hard,  Ph.D.,  Vermillion 
1959 — Rev.  and  Mrs.  Robert  O.  Bates,  Sturgis 

1959 —  R.  M.  Kilgard,  M.D.,  Watertown 
(deceased) 

1960 —  L.  J.  Pankow,  M.D.,  Sioux  Falls 
(deceased) 

1961 —  Gregg  M.  Evans,  Ph.D.,  Custer 

1962 —  Edwin  Shaw,  Ph.D.,  Vermillion  (deceased) 

1963 —  Arthur  A.  Lampert,  M.D.,  Rapid  City 

1964 —  John  C.  Foster,  Phoenix,  Arizona 

1965 —  A.  P.  Reding,  M.D.,  Marion 

1966 —  Mrs.  C.  Rodney  Stoltz,  Watertown 

1967 —  Mrs.  William  Fish,  Watertown 

1968 —  G.  J.  Bloemendaal,  M.D.,  Ipswich 

1969 —  F.  W.  Haas,  M.D.,  Yankton  (deceased) 

1970 —  Paul  Bunker,  M.D.,  Aberdeen  (deceased) 

1971 —  E.  T.  Lietzke,  M.D.,  Beresford  (deceased) 

1972 —  C.  B.  McVay,  M.D.,  Yankton 

1973 —  G.  E.  Tracy,  M.D.,  Watertown 

1974 —  J.  A.  Muggly,  M.D.,  Madison 

1975 —  Harvey  Wollman,  Hitchcock 

1976 —  R.  H.  Quinn,  M.D.,  Sioux  Falls 

1977 —  E.  H.  Heinrichs,  M.D.,  Vermillion 


COMMUNITY  SERVICE  AWARD 

1961 —  R.  A.  Buchanan,  M.D.,  Huron 

1962 —  Roland  F.  Hubner,  M.D.,  Yankton 

1963 —  George  W.  Mills,  M.D.,  Wall  (deceased) 

1964 —  John  C.  Hagin,  M.D.,  Miller  (deceased) 

1965 —  Alonzo  P.  Peeke,  M.D.,  Volga 

1966 —  Hugo  C.  Andre,  M.D.,  Vermillion  (deceased) 

1967 —  G.  Robert  Bartron,  M.D.,  Watertown 

1968 —  M.  M.  Morrissey,  M.D.,  Pierre  (deceased) 

1969 —  N.  J.  Sundet,  M.D.,  Kadoka  (deceased) 

1970 —  W.  H.  Saxton,  M.D.,  Huron 

1971 —  R.  E.  Van  Demark,  M.D.,  Sioux  Falls 

1972 —  R.  H.  Hayes,  M.D.,  Pierre 

1973 —  B.  F.  King,  M.D.,  Aberdeen  (deceased) 

1974 —  M.  C.  Tank,  M.D.,  Brookings 

1975 —  Karl  Wegner,  M.D.,  Sioux  Falls 

1976 —  John  T.  Elston,  M.D.,  Rapid  City 

1977 —  W.  F.  Stanage,  M.D.,  Yankton 

AESCULAPIUS  AWARD 

1966 — Paul  R.  Leon,  M.D. 

Walter  Miller,  M.D.,  Aberdeen 
1968 — H.  Phil  Gross,  M.D.,  Sioux  Falls 

FIFTY  YEAR  CLUB  MEMBERS 

C.  V.  Auld,  Plankinton  (deceased) 

R.  A.  Buchanan,  M.D.,  Huron 

John  L.  Calene,  M.D.,  California  (deceased) 
Myrtle  Carney,  M.D.,  Ft.  Worth,  Texas 
J.  C.  Clark,  M.D.,  Sioux  Falls  (deceased) 

F.  L.  Class,  M.D.,  Huron  (deceased) 

M.  E.  Cogswell,  M.D.,  Wolsey  (deceased) 

J.  Cook,  M.D.,  Bonesteel  (deceased) 

Harold  L.  Crane,  M.D.,  Avon,  Conn,  (deceased) 

S.  A.  Donahoe,  M.D.,  Sioux  Falls  (deceased) 

W.  E.  Donahoe,  M.D.,  Sioux  Falls  (deceased) 

V.  W.  Embree,  M.D.,  Pierre  (deceased) 

W.  D.  Farrell,  M.D.,  Aberdeen  (deceased) 

R.  B.  Fleeger,  M.D.,  Lead  (deceased) 

R.  R.  Fisk,  M.D.,  Flandreau  (deceased) 

F.  W.  Freyberg,  M.D.,  Mitchell 

E.  E.  Gage,  M.D.,  Sioux  Falls  (deceased) 

D.  A.  Gregory,  M.D.,  Milbank 

E.  H.  Grove,  M.D.,  Arlington  (deceased) 

J.  C.  Hagin,  M.D.,  Miller  (deceased) 

Lyle  Hare,  M.D.,  Spearfish  (deceased) 

J.  A.  Hohf,  M.D.,  Yankton  (deceased) 

F.  S.  Howe,  M.D.,  Deadwood  (deceased) 

A.  H.  Hovne,  M.D.,  Salem  (deceased) 

A.  S.  Jackson,  M.D.,  Rapid  City  (deceased) 

R.  J.  Jackson,  M.D.,  Hot  Springs  (deceased) 

J.  A.  Jacotel,  M.D.,  Milbank  (deceased) 

G.  T.  Jordan,  M.D.,  Vermillion  (deceased) 

F.  F.  Keene,  M.D.,  Wessington  Springs  (deceased) 
J.  H.  Llovd,  M.D.,  Mitchell 

O.  J.  Mabee,  M.D.,  Mitchell 

P.  V.  McCarthy,  M.D.,  Aberdeen  (deceased) 

G.  W.  Mills,  M.D.,  Wall  (deceased) 

B.  C.  Murdy,  M.D.,  Aberdeen  (deceased) 

T.  F.  O’Toole,  M.D.,  Rapid  City  (deceased) 

N.  T.  Owen,  M.D.,  Rapid  City  (deceased) 
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L.  L.  Parke,  M.D.,  Canton  (deceased) 

M.  O.  Pemberton,  M.D.,  Deadwood  (deceased) 
R.  J.  Quinn,  M.D.,  Sioux  Falls  (deceased) 

F.  J.  Radusch,  M.D.,  California 

T.  E.  Ranney,  M.D.,  Aberdeen  (deceased) 

T.  F.  Riggs,  M.D.,  Pierre  (deceased) 

I.  R.  Salladay,  M.D.,  Ft.  Mead  (deceased) 

W.  H.  Saxton,  M.D.,  Huron 

H.  L.  Saylor,  M.D.,  Huron  (deceased) 

C.  E.  Sherwood,  M.D.,  Brookings 
F.  J.  Tobin,  M.D.,  Mitchell  (deceased) 

J.  S.  Tschetter,  M.D.,  Huron  (deceased) 

F.  W.  Valkenaar,  M.D.,  Chancellor  (deceased) 

G.  E.  Van  Demark,  M.D.,  Sioux  Falls  (deceased) 

H.  P.  Volin,  M.D.,  Lennox  (deceased) 

C.  H.  Weishaar,  M.D.,  Aberdeen  (deceased) 

J.  R.  Westaby,  M.D.,  Madison  (deceased) 

G.  E.  Zimmerman,  M.D.,  Missoula,  Montana 
(deceased) 


CALL  FOR  ABSTRACTS 
FOR  1978  SDSMA  ANNUAL  MEETING 

The  Commission  on  Scientific  Medicine  of  the 
South  Dakota  State  Medical  Association  will 
accept  abstracts  for  consideration  of  scientific 
presentations  to  be  made  at  the  1978  Annual 
Meeting  of  the  SDSMA  to  be  held  June  8,  9,  10, 
11,  1978,  in  Sioux  Falls,  South  Dakota. 

The  deadline  for  submitting  abstracts  is  Septem- 
ber 1,  1977.  Abstracts  should  be  typed,  double 
spaced  and  sent  to: 

Att:  Commission  on  Scientific  Medicine 
South  Dakota  State  Medical  Association 
608  West  Avenue,  North 
Sioux  Falls,  SD  57104 


Letters  To  The 
Editor 

Again  this  year  I am  compiling  a Biting  Insect 
Summary  and  would  appreciate  any  case  reports  of 
unusual  allergic  reactions,  especially  systemic 
(sneezing,  wheezing,  urticaria)  to  bites  of  insects;  i.e., 
mosquitoes,  fleas,  gnats,  kissing  bugs,  bedbugs,  chig- 
gers,  black  flies,  horseflies,  sandflies,  deerflies,  etc. 

I would  like  physicians  to  supply  me  with  case 
reports  of  those  patients  who  have  had  unusual  re- 
actions to  such  insects.  Include  in  your  reports  the 
type  of  reactions  (immediate  and  delayed  symptoms), 
treatment,  the  age,  sex,  and  race  of  the  patient,  the 
site  of  the  bite(s),  the  season  of  the  year,  and  any 
other  associated  allergies. 

If  skin  tests  and  hyposensitization  were  instituted, 
I would  like  the  report  of  both.  Please  note  that  it  is 
the  biting  (not  stinging)  insect  in  which  I am  in- 
terested. 

If  you  have  found  any  insect  repellent,  local  treat- 
ment, or  insecticides  of  value,  I would  also  ap- 
preciate this. 

Please  send  this  information  to  the  following  ad- 
dress: 

Claude  A.  Frazier,  M.D. 

4-C  Doctors  Park 

Asheville,  NC  28801 


THE  SOUTH  DAKOTA  JOURNAL 
OF  MEDICINE 

Journal  of  Medicine,  608  West  Avenue,  North,  Sioux  Falls, 
SD  Subscription  $8.00  per  year  $1.00  per  copy 

Foreign  $10.00 

CONTRIBUTORS 

ORIGINAL  MANUSCRIPTS:  Material  appearing  in  all 
publications  of  the  Jourlnal  of  Medicine  should  be  type- 
written, double-spaced  and  the  original  copy,  not  the  carbon 
should  be  submitted.  An  abstract  of  100-200  words  should 
accompany  each  scientific  article.  Footnotes  should  conform 
with  the  requirements  for  manuscripts,  and  each  manuscript 
shoudl  include  the  name  of  the  author,  title  of  article  and 
the  location  of  the  author.  The  used  manuscript  is  not 
returned  but  every  effort  will  be  made  to  return  manuscripts 
not  accepted  or  published  by  the  Journal  of  Medicine. 
Articles  are  accepted  for  publication  on  condition  they  are 
contributed  solely  to  this  Journal. 

ILLUSTRATIONS:  Half-tones  and  zinc  etchings  will  be 
furnished  by  the  South  Dakota  Journal  of  Medicine  when 
satisfactory  photographs  or  drawings  are  supplied  by  the 
author.  Each  illustration,  table,  etc.,  should  bear  the  author’s 
name  on  the  back.  Photographs  should  be  clear  and  dis- 
tinct. Drawings  should  be  made  in  black  India  ink  on  white 
paper.  Used  illustrations  are  returned  after  publication  if 
requested. 
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South  Dakota  State  Medical  Association  Roster  — 1977 


Membership  by  Districts 

ABERDEEN 
DISTRICT  No.  1 


Pres.,  J.  A.  Eckrich,  Jr.,  M.D. 


Albano,  P Aberdeen 

Altman,  S Aberdeen 

♦Avotins,  R Faulkton 

Berg,  S Redfield 

♦Bloemendaal,  G.  J Ipswich 

Bormes,  R.  E Illinois 

Broadhurst,  K.  A Aberdeen 

Carter,  P.  B Aberdeen 

Chang,  Joe  P Aberdeen 

Chavier,  Juan  R Aberdeen 

Christopher,  John  Aberdeen 

Driver,  I Aberdeen 

D’Souza,  E.  P Aberdeen 

Eckrich,  J.  A Aberdeen 

Eckrich,  J.  A.,  Jr Aberdeen 

Fahrenwald,  M Redfield 

Gerber,  B.  C Aberdeen 


Harlow,  M.  C Aberdeen 

Hovland,  James  I Aberdeen 

Janusz,  A.  J Aberdeen 

Kamperschroer,  P Michigan 

Kosse,  Karl  Aberdeen 

Kilfoyle,  M.  J Faulkton 

Leon,  Paul  Aberdeen 

McFee,  John  L Ipswich 

McGee,  Robert  C Aberdeen 

McIntosh,  G.  F Eureka 

Murdy,  C.  B Aberdeen 

♦Norgello,  V Sioux  Falls 

Odland,  W.  B Aberdeen 

Patterson,  D Redfield 

Perry,  E.  J Aberdeen 

Rodine,  J.  C Aberdeen 


Sec.,  S.  B.  Altman,  M.D. 


* Rudolph,  E.  A California 

Sanders,  M.  E Aberdeen 

Scheffel,  A Redfield 

Seaman,  David  Aberdeen 

Shaurette,  Glen  Aberdeen 

Shinghal,  K Aberdeen 

Shinghal,  P Aberdeen 

Shousha,  Alfred  Britton 

Steele,  G.  H Aberdeen 

Sweeny,  W.  T Aberdeen 

Taylor,  Wm.  R Aberdeen 

Tseng,  Chang-chyi Aberdeen 

Vogele,  A.  C Aberdeen 

Vogele,  C.  L Aberdeen 

Zvejnieks,  Karlis  Aberdeen 


WATERTOWN 
DISTRICT  No.  2 


Pres.,  John  Rittmann,  M.D. 


Allen,  S Watertown 

Anderson,  D.  R Watertown 

Argabrite,  J.  W Watertown 

Bartron,  G.  Robert Watertown 

Bartron,  H.  J.,  Jr Watertown 

Brakss,  V Watertown 

Clark,  C.  J Watertown 

Desai,  B.  J Watertown 

Fedt,  D Watertown 

Guddal,  W.  N Watertown 


Hanson,  B Watertown 

Heinrichs,  E.  H Watertown 

Heupel,  Alden  R Watertown 

Hughes,  H.  D Clear  Lake 

♦Huppler,  E.  G Watertown 

Larson,  James  C Watertown 

Meyer,  Robert Watertown 

Michieli,  Jose  Watertown 

Nelson,  P.  S Watertown 


Sec.,  J.  J.  Stransky,  M.D. 

Piro,  David  F Watertown 

Rittmann,  John  Watertown 

Rousseau,  M.  C Watertown 

Rud,  James  Watertown 

Stoltz,  C.  R Watertown 

Stransky,  J.  J Watertown 

Tracy,  G.  E Watertown 

Wrage,  T.  J.,  Jr Watertown 


MADISON-BROOKINGS 
DISTRICT  No.  3 

Pres.,  Curtis  Wait,  M.D.  Sec.,  Joseph  Primrose,  M.D. 


Anderson,  J.  A Madison 

Francisco,  E Estelline 

Franckowiak,  John  J Brookings 

Friefeld,  S Brookings 

Henry,  Robert  Brookings 

Klar,  W Flandreau 

Kroack,  K.  J Brookings 

Lampert,  A.  A.,  Jr Madison 


Lushbough,  B.  C Brookings 

Muggly,  J.  A Madison 

Otey,  B.  T Flandreau 

Patt,  W.  H Brookings 

Peeke,  A.  P Volga 

♦Plowman,  E.  T Brookings 

Primrose,  Joseph  Brookings 

Reagan,  J.  L Madison 


Roberts,  C.  S.,  Jr Brookings 

Scheller,  D.  L Arlington 

Shaskey,  R.  E Brookings 

♦Sherwood,  C.  E Madison 

Stensrud,  H.  J Madison 

Tesch,  R Brookings 

Wait,  C Brookings 

♦Wold,  H.  R Madison 


PIERRE 

DISTRICT  No.  4 


Pres.,  C.  L.  Swanson, 

Askwig,  L.  C Pierre 

Chloupek,  R.  J Pierre 

Cosand,  M Pierre 

Cowan,  J.  T Pierre 

*Fox,  S.  W California 

Horthy,  K Kennebec 


M.D. 


Jahraus,  R.  C Pierre 

Knutson,  J Onida 

Lindbloom,  B.  O Pierre 

Owens,  R.  J Pierre 

Park,  Dai  H Pierre 


Sec.,  J.  T.  Cowan,  M.D. 

Spears,  B Pierre 

Swanson,  C.  L Pierre 

Tieszen,  A.  J Pierre 

Werthman,  H.  E Pierre 

Zakahi,  R.  J Pierre 


HURON 

DISTRICT  No.  5 


Pres.,  James 

DeGeest,  M.D. 

Sec., 

Emil  Hofer,  M.D. 

Adams,  H.  P 

Huron 

Hofer,  E.  A 

Huron 

Leigh,  F.  D 

Huron 

Bell,  G.  Robert  . . . 

DeSmet 

Hohm,  P 

Lenz,  B.  T 

Buchanan,  D 

Hohm,  R 

Huron 

Monfore,  James 

Miller 

Buchanan,  R.  A.  . . 

Huron 

Hohm,  T 

♦Saxton,  W.  H 

Huron 

Dean,  Roscoe 

. . Wess.  Springs 

Huet,  G.  M 

Huron 

Saylor,  H.  L.,  Jr 

DeGeest,  J.  H 

Miller 

Karlen,  L.  W 

DeSmet 

Tschetter,  P.  S 

Huron 

Gryte,  C.  F 

Hanson,  Wm.  O.  . . 

Huron 

Lardinois,  C.  C 

Huron 

Zastrow,  A 

Huron 
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MITCHELL 
DISTRICT  No.  6 


Pres.,  C. 
Aemkopung,  C.  . 

D.  Monson,  M.D. 

Holland,  L.  W.  . . 

Chamberlain 

Sec.,  Christopher  Moller, 
Monson,  C.  D 

M.D. 

. . Parkston 

Berry,  J.  T 

Judge,  J.  O 

Mueller,  E.  H 

Tripp 

Binder,  C.  F.  ... 

Chamberlain 

Lewis,  H.  R.  ... 

Mitchell 

Porter,  M 

. . Parkston 

Delaney,  Robert  . 

. . . . Mitchell 

*Lloyd,  J.  H.  ... 

Mitchell 

Schabauer,  E.  A 

Delaney,  W.  A.,  Jr.  . . . 

. . . Mitchell 

Mabee,  J.  O.  ... 

Mitchell 

Skogmo,  B.  R 

. . . Mitchell 

Gere,  R.  G 

Mabee,  O.  J.  ... 

Mitchell 

Vonburg,  V.  R 

. . . Mitchell 

Gillis,  F.  D 

. . . Mitchell 

McCann,  J.  P.  . . 

Parkston 

Vose,  J.  L 

Hockett,  Richard 

. . . Mitchell 

Moller,  C 

Mitchell 

Weatherill,  D.  W 

. . . Mitchell 

Pres.,  Guy 

Tam, 

M.D. 

SIOUX  FALLS 
DISTRICT  No.  7 

Sec.,  Allan  Boade,  M.D. 

Treas.,  Frank  Alvine,  M.D. 

Aceto,  T 

. Sioux  Falls 

Greenfield,  D.  L. 

Sioux  Falls 

Ochsner,  J.  A 

Sioux  Falls 

Alcorn,  F.  A 

. Sioux  Falls 

Greenfield,  R.  E. 

Sioux  Falls 

O’Connell,  James  

Sioux  Falls 

Alvine,  F.  G.  . . . 

, Sioux  Falls 

Gregg,  J.  B 

Sioux  Falls 

Ogborn,  R.  J 

Sioux  Falls 

Amundson,  Loren 

. Sioux  Falls 

Groote,  C 

Opheim,  W.  L 

Sioux  Falls 

Anderson,  C 

M S. 

Gross,  H.  Phil  . . 

Sioux  Falls 

Orr,  R.  T 

Sioux  Falls 

Anderson,  T.  R.  . 

. Sioux  Falls 

*Grove,  M S.  . . 

Sioux  Falls 

Ortmeier,  Denny  

Sioux  Falls 

Anderson,  W.  R.  . 

. Sioux  Falls 

Gulledge,  A.  D.  . . 

Ohio 

Parry,  R 

.Sioux  Falls 

Angelos,  T 

. . . . Canton 

Gunnarson,  R.  E. 

Sioux  Falls 

Pasek,  E.  A 

Sioux  Falls 

Arneson,  W.  A.  . 

. Sioux  Falls 

Hartzell,  A 

Sioux  Falls 

Peik,  D.  J 

Sioux  Falls 

Aspaas,  P.  K.  . . . 

Dell  Rapids 

Hendrickson,  L.  . 

Sioux  Falls 

Pekas,  M 

.Sioux  Falls 

Barlow,  J.  F 

Sioux  Falls 

Hermanson,  J.  M. 

. . Valley  Springs 

Petereit,  M.  F 

Sioux  Falls 

Barnett,  G.  L.  . . . 

Sioux  Falls 

Hosen,  R.  S 

Sioux  Falls 

Peters,  E.  H 

Sioux  Falls 

Batt,  Edward  .... 

. .Sioux  Falls 

Hoskins,  John  . . . 

Sioux  Falls 

Petres,  A 

Salem 

Begley,  B.  J 

Hoxtell,  Eugene  . 

Pitt-Hart.  Barry  T 

Sioux  Falls 

Benson,  G 

Sioux  Falls 

Humphreys,  D. 

Sioux  Falls 

Quale,  J 

.Sioux  Falls 

Billion,  J.  J 

. Sioux  Falls 

Hussain,  Rifat  . 

Sioux  Falls 

Quinn,  R.  H 

Sioux  Falls 

Billion,  T.  J.,  Jr. 

Sioux  Falls 

Hyland,  L 

Sioux  Falls 

Read,  R 

Sioux  Falls 

Boade,  W.  A.  ... 

. Sioux  Falls 

Janis,  J.  B 

Regier,  E 

. . . . Canton 

Breit,  D.  H 

Sioux  Falls 

Jaqua,  R.  A 

Sioux  Falls 

Reynolds,  James 

Sioux  Falls 

Brzica,  S.  M 

Sioux  Falls 

Johnson.  D.  L.  . . 

Sioux  Falls 

Rossing,  W.  O 

Sioux  Falls 

Burkhart,  T 

. .Sioux  Falls 

Jones,  W.  L 

Sioux  Falls 

Rost,  M 

. Sioux  Falls 

Burns,  E.  A 

. Sioux  Falls 

Kaufman,  I.  I.  . . 

Freeman 

Rutt,  Carl  

Sioux  Falls 

Burns,  K 

. Sioux  Falls 

Kemp,  E 

Sioux  Falls 

Sanchez,  G 

Sioux  Falls 

*Carney,  M 

Texas 

Kennedy,  Daniel  . 

Sioux  Falls 

Sanderson,  E.  W 

Sioux  Falls 

Chalmers,  J.  H.  . 

. Sioux  Falls 

*King,  L.  M.  ... 

Sioux  Falls 

Schultz,  R.  D 

. Sioux  Falls 

Church,  W.  G.  . . 

. Sioux  Falls 

Kittelson,  H.  O.  . 

Sioux  Falls 

*Sercl,  W 

Sioux  Falls 

*Cottam,  G.  I.  W. 

. Sioux  Falls 

Knutson,  Dennis  . 

Sioux  Falls 

Shreves,  H 

Sioux  Falls 

Cutshall,  V.  H.  . . 

. Sioux  Falls 

Kohlmeyer,  F.  C. 

Sioux  Falls 

Sittner,  Larry 

. Sioux  Falls 

Cutshall,  V.  K.  . 

. .Sioux  Falls 

Koob,  K 

Smith,  G 

Sioux  Falls 

Daw,  E.  F 

. Sioux  Falls 

Lakstigala,  P 

Sioux  Falls 

*Stahmann,  F 

Sioux  Falls 

DeClark,  R.  P.  . . 

. Sioux  Falls 

Lang,  Durward  . . 

Sioux  Falls 

*Steiner,  P.  K 

. .California 

De  Marco,  Lynn  . 

. Sioux  Falls 

Larson,  Leland  J. 

Stern,  C.  A 

. California 

Devick,  J.  S 

Colton 

Leander,  R.  B.  . . 

Sioux  Falls 

Swanson,  P 

Sioux  Falls 

Donahoe,  J.  W.  . . 

. Sioux  Falls 

Lee,  S.  G 

Sioux  Falls 

Sweeney,  L.  J 

.Sioux  Falls 

JDonahoe,  R.  R. 

Florida 

Looby,  T 

Sioux  Falls 

Talley,  Robert 

Sioux  Falls 

*Eirinberg,  I 

. Sioux  Falls 

Loos,  G.  D 

Tam,  Guy  

Sioux  Falls 

Ensberg,  D 

. Sioux  Falls 

Magnuson,  G.  . . . 

Sioux  Falls 

Thatcher,  L.  G 

Sioux  Falls 

Entwistle,  F.  R.  . . 

. Sioux  Falls 

Maresh.  E.  R.  . . . 

Sioux  Falls 

Tschetter,  L.  K 

Sioux  Falls 

Epp,  D 

Mark,  C 

Viborg 

Tschetter,  R.  T 

Sioux  Falls 

Farkas,  E.  C 

. Sioux  Falls 

McDonald,  C.  J.  . 

Sioux  Falls 

Van  Demark,  R.  E 

Sioux  Falls 

Farrell,  H.  W.  . . 

Sioux  Falls 

McGreevy,  J.  V.  . 

Sioux  Falls 

Villa,  Jose  

. . Freeman 

Felker,  James  . . . . 

. Sioux  Falls 

McGreevy,  P.  S.  . 

Sioux  Falls 

Volin,  V.  V 

Sioux  Falls 

Ferrell,  M.  R.  ... 

. Sioux  Falls 

McHardy,  B.  R.  . . 

Sioux  Falls 

Wagner,  Loyd  

Sioux  Falls 

Finney,  L.  W.  . . . 

. Sioux  Falls 

Munson.  D 

Sioux  Falls 

Waltner,  Lonnie  

Bridgewater 

Fisk,  R.  G 

. Dell  Rapids 

Munro,  R.  S.  . . . 

Sioux  Falls 

Walton,  J.  E 

Sioux  Falls 

Flora,  G.  C 

. Sioux  Falls 

Mutch,  M.  G.  . . . 

Sioux  Falls 

Wegner,  K.  H 

Sioux  Falls 

Friess,  R.  W 

. Sioux  Falls 

Naughton,  G 

Sioux  Falls 

White,  T.  C 

Sioux  Falls 

Frost,  D M 

. Sioux  Falls 

Nelson,  Earl  . . . . 

Wierda,  DR 

Sioux  Falls 

Fuller,  Wm.  C.  . . 

. Sioux  Falls 

Nelson,  R.  E.  . . . 

Sioux  Falls 

Williams,  B.  J 

Sioux  Falls 

Gehring,  S 

. Sioux  Falls 

Nice,  Richard  . . . 

Sioux  Falls 

Willix,  Robert  

Sioux  Falls 

Giebink,  R.  R.  . . 

. Sioux  Falls 

O’Brien,  P 

Sioux  Falls 

Wyatt,  R 

Sioux  Falls 

Graven,  S Sioux  Falls 

Pres.,  Gordon  Held,  M.D. 

YANKTON 
DISTRICT  No.  8 

Sec.,  John  Willcockson,  M.D. 

Treas.,  Herb  Saloum,  M.D. 

Alonzo,  Leoncio  . 

. . . Yankton 

♦Hill,  J.  F 

Johnson,  T.  C 

. . Yankton 

Auld,  M.  A 

Hollerman,  Chas. 

Yankton 

Johnson,  V 

Brookman,  B.  T.  . 

. . . . Wagner 

Holzwarth,  D.  R. 

Yankton 

Kalda,  E.  F 

Platte 

Hunger,  P 

. . . .Yankton 

Honke,  R.  W.  . . . 

Wagner 

Lesher,  R 

. . Yankton 

Fletcher,  H 

. Vermillion 

Hubner,  J 

Yankton 

Lyso,  M 

. . Yankton 

Foley,  R.  J 

. . . . Tyndall 

*Hubner,  R.  F.  . . 

Yankton 

McVay,  C.  B 

. . . Yankton 

Halverson,  K.  . . . 

....  Yankton 

Isburg,  Carroll  . . 

Yankton 

Messner,  F 

. . Yankton 

Held,  G 

. . . Yankton 

Jameson,  G.  M.  . 

Yankton 

Moore,  E.  J 

. Vermillion 
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Talbert,  Anthony  Yankton 

Thompson,  R.  F Yankton 

Thornton,  R.  R Yankton 

Tidd,  J.  T Yankton 

Tuan,  C Yankton 

Turner,  C.  R Vermillion 

Willcockson,  John Yankton 

Willcockson,  T.  H Yankton 


Petersen,  L Yankton 

Pope,  F Yankton 

Porter,  Richard  I Yankton 

Price,  Ronald  Armour 

Quick,  Wm Yankton 

Radack,  Morris  Yankton 

Ramos,  M Scotland 

Ranney,  B Yankton 

Reaney,  D.  B Yankton 

Reding,  A.  P Marion 


Pres.,  C.  B.  Gwinn, 

Ahrlin,  H.  L Rapid  City 

Ahrlin,  H.  L.,  Jr Rapid  City 

Allen,  Bruce  Rapid  City 

Anderson,  A.  B Lead 

Arnold,  G.  H Rapid  City 

Authier,  N Rapid  City 

Bailey,  J.  D Rapid  City 

Bareis,  R.  J Rapid  City 

Barrett,  A.  J Rapid  City 

Behrens,  C.  L Rapid  City 

Bergeron,  Dale  Rapid  City 

Berkebile,  Dale Rapid  City 

Bloemendaal,  R.  D Rapid  City 

Blunck,  C.  J Rapid  City 

♦Borgmeyer,  H.  J Rapid  City 

Boyce,  R.  A Rapid  City 

Boyer,  D.  W Rapid  City 

Branch,  Robert  Rapid  City 

♦Bray,  R.  B Rapid  City 

Brown,  Michael  Spearfish 

Burnap,  D.  W Rapid  City 

Burnett,  R Rapid  City 

Cameron,  D.  E Rapid  City 

Carlson,  G Rapid  City 

Carson,  L.  E Arkansas 

♦Clark,  B.  S Spearfish 

Cline,  J.  A North  Carolina 

Cowling,  G Hot  Springs 

Dewald,  A Rapid  City 

Drummond,  R Rapid  City 

Dulaney,  C.  H Ft.  Meade 

Dzintars,  P.  F Rapid  City 

Ebbert,  Larry  Rapid  City 

Elston,  J.  T Rapid  City 

Ferrell,  R Rapid  City 

Finley,  R.  C Rapid  City 

Freimark,  L.  G Rapid  City 


Ries,  K Vermillion 

Saloum,  H Tyndall 

Saoi,  N.  B Yankton 

Sattler,  T.  H Yankton 

Savage,  L Yankton 

Sebring,  F.  U Vermillion 

Shemonsky,  N Vermillion 

Stanage,  W.  F Yankton 

Steele,  J.  P Yankton 

Stephenson,  D.  R Yankton 

BLACK  HILLS 
DISTRICT  No.  9 

M.D. 

Fromm,  H.  E Rapid  City 

Frost,  H.  L Rapid  City 

Gilbert,  F.  J Ft.  Meade 

Golliher,  W.  N Spearfish 

Gwinn,  C.  B Rapid  City 

Haas,  S Rapid  City 

Hamm,  Joseph  Rapid  City 

Hare,  H.  J Rapid  City 

Harris,  R.  H Rapid  City 

Haugan,  H.  O Rapid  City 

Hayes,  Robert  Wall 

Heidepreim,  G Rapid  City 

Hercules,  C Rapid  City 

Hermann,  H.  T Ft.  Meade 

Hewitt,  J.  M Rapid  City 

Howard,  Wm.  J Rapid  City 

Jacobson,  T.  R Hot  Springs 

James,  E Rapid  City 

Javurek,  A.  J Deadwood 

Jerde,  O.  M Rapid  City 

Johnson,  Robert  K Rapid  City 

Jones,  W.  E Sturgis 

♦Kegaries,  D.  L Rapid  City 

Kelley,  D.  H Rapid  City 

Kovarik,  J.  A Rapid  City 

Kovarik,  R.  A Rapid  City 

Kovarik,  W.  J Rapid  City 

Kunz,  J.  A Rapid  City 

Kwan,  F.  P Rapid  City 

Lampert,  A.  A Rapid  City 

Loos,  C Rapid  City 

Lopez,  A Hot  Springs 

Mangulis,  G Philip 

Massa,  L.  L Sturgis 

Mattox,  J.  E Deadwood 

Mattson,  W Rapid  City 


ROSEBUD 
DISTRICT  No. 


10 


Sec.,  George  Nicholas,  M.D. 


Pres.,  E.  P.  Sweet,  M.D. 

Bailey,  Donald  O’Neill,  Neb. 

Nemer,  R.  G Gregory 


Collins,  J.  D Hoven 

Henderson,  B.  J Mobridge 

Johnson,  C.  A Lemmon 

Knowles-Smith,  P McLaughlin 


Pres.,  V.  Janavs,  M.D. 


Bell,  Eldon  Webster 

♦Brinkman,  W.  C Sisseton 

Buentipo,  B Milbank 

♦Gregory,  D.  A Milbank 

Janavs,  V Milbank 


M.S. — Indicates  Military  Service 
* — Indicates  Honorary  Membership 
t — Resident 


Nicholas,  George Winner 

Stiehl,  R Winner 


NORTHWEST 
DISTRICT  No.  11 


Lawrence,  R.  R Mobridge 

Linde,  Leonard  Mobridge 

♦Nolan,  B.  P Mobridge 

Pelton,  Charles  Aberdeen 


WHETSTONE  VALLEY 
DISTRICT  No.  12 


Johnson,  E.  A Milbank 

Kass,  Joseph  Rosholt 

♦Lovering,  J Sisseton 

Mendoza,  V Sisseton 

Nelson,  L.  F Webster 


Sec.,  A.  J.  Barrett, 

M.D. 

McDonald,  J 

McGuigan,  P.  M.  . 

Mead,  T 

Medeck,  M.  J.  ... 

Merryman,  M.  P.  . 

Rapid  City 

Meyers,  W 

Millea,  R.  P 

Rapid  City 

Munson,  H.  B.  . . . 

Rapid  City 

Owen,  G.  S 

Rapid  City 

Palmerton,  E.  S.  . . 

Rapid  City 

♦Radusch,  F.  J.  . . 

California 

Reinoehl,  W 

Custer 

Ruud,  E.  T 

Hot  Springs 

Sabow,  J.  D 

Rapid  City 

♦Saxton,  A.  J.  ... 

Arizona 

Sejvar,  J.  P 

Shining,  H.  S 

Rapid  City 

Slingsby,  J.  B 

Rapid  City 

Smart,  E 

..Belle  Fourche 

Smith,  David  .... 

Deadwood 

Strand,  R.  D 

Rapid  City 

Swisher,  L.  P 

Kadoka 

Tesar,  C.  E 

Rapid  City 

Theissen,  H.  H.  . . 

Trinidad,  R 

Deadwood 

Trumpe,  W.  D.  . . . 

Ft.  Meade 

Tschetter,  W.  R.  . . 

Rapid  City 

Vogele,  Kenneth  . 

Rapid  City 

Westaby,  R.  S.  ... 

Hot  Springs 

Whitney,  N.  R.  . . 

Rapid  City 

Wicks,  Dennis  . . . . 

Custer 

Williams,  F.  R.  . . 

Rapid  City 

Wood,  G.  F 

Rapid  City 

Yackley,  J.  V.  ... 

Rapid  City 

Yamada,  A 

Rapid  City 

Zanka,  J.  A 

Rapid  City 

Sweet,  E.  P Burke 


Sec.,  L.  M.  Linde,  M.D. 


Peterson,  Jeffrey  Mobridge 

Ryan,  J.  E Mobridge 

♦Spiry,  A.  W Mobridge 

Wunder,  J Mobridge 


Sec.,  B.  Buentipo,  M.D. 


Oey,  D Sisseton 

Sear,  John  Sisseton 

Staub,  D.  W Sisseton 

Unahalekhaka,  A Webster 

Vogelgesang,  L.  C Webster 


Pres.,  Jeffrey  Peterson,  M.D. 
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Membership  — Alphabetical  Listing 


Aceto,  T Sioux  Falls 

Adams,  H.  P Huron 

Aemkopung,  C Chamberlain 

Ahrlin,  H.  L Rapid  City 

Ahrlin,  H.  L.,  Jr Rapid  City 

Albano,  P Aberdeen 

Alcorn,  F.  A Sioux  Falls 

Allen,  Bruce  Rapid  City 

Allen,  S.  W Watertown 

Altman,  S Aberdeen 

Alonzo,  L Yankton 

Alvine,  F.  G Sioux  Falls 

Amundson,  Loren Sioux  Falls 

Anderson,  A.  B Lead 

Anderson,  C Maryland 

Anderson,  D.  R Watertown 

Anderson,  J.  A Madison 

Anderson,  T.  R Sioux  Falls 

Anderson,  W.  R Sioux  Falls 

Angelos,  T Canton 

Argabrite,  J.  W Watertown 

Arneson,  W.  A Sioux  Falls 

Arnold,  G.  H Rapid  City 

Askwig,  L.  C Pierre 

Aspaas,  P.  K Dell  Rapids 

Auld,  M.  A Yankton 

Authier,  N Rapid  City 

*Avotins,  R Faulkton 

Bailey,  Don  O’Neill,  Neb. 

Bailey,  J.  D Rapid  City 

Bareis,  R.  J Rapid  City 

Barlow,  J.  F Sioux  Falls 

Barnett,  G.  L Sioux  Falls 

Barrett,  A.  J Rapid  City 

Bartron,  G.  R Watertown 

Bartron,  H.  J.,  Jr Watertown 

Batt,  E.  J Sioux  Falls 

Begley,  B.  J Ohio 

Behrens,  C.  L Rapid  City 

Bell,  Eldon  Webster 

Bell,  G.  Robert  DeSmet 

Benson,  G Sioux  Falls 

Berg,  S Redfield 

Bergeron,  Dale  Rapid  City 

Berkebile,  D Rapid  City 

Berry,  J.  T Mitchell 

Billion,  J.  J Sioux  Falls 

Billion,  T.  J.,  Jr Sioux  Falls 

Binder,  C.  F Chamberlain 

♦Bloemendaal,  G.  J Ispwich 

Bloemendaal,  R D Rapid  City 

Blunck,  C.  F Rapid  City 

Boade,  W.  A Sioux  Falls 

♦Borgmeyer,  H.  J Rapid  City 

Bormes,  R.  E Illinois 

Boyce,  R.  A Rapid  City 

Boyer,  D Rapid  City 

Brakss,  V Watertown 

Branch,  R Rapid  City 

♦Bray,  R.  B Rapid  City 

Breit,  D.  H Sioux  Falls 

♦Brinkman,  W.  C Sisseton 

Broadhurst,  K.  A Aberdeen 

Brookman,  B.  T Wagner 

Brown,  M Spearfish 

Brzica,  S.  M Sioux  Falls 

Buchanan,  D Huron 

Buchanan,  R.  A Huron 

Buentipo,  B Milbank 

Bunger,  P Yankton 

Burkhart,  T Sioux  Falls 

Burns,  E.  A Sioux  Falls 

Burns,  K.  R Sioux  Falls 

Burnap,  D.  W Rapid  City 

Burnett,  R Rapid  City 

Cameron,  D.  E Rapid  City 


Carlson,  G Rapid  City 

♦Carney,  M Ft.  Worth,  Texas 

Carson,  L.  E Arkansas 

Carter,  P.  B Aberdeen 

Chalmers,  J.  H Sioux  Falls 

Chang,  J.  P Aberdeen 

Chavier,  Juan Aberdeen 

Chloupek,  R Pierre 

Christopher,  John Aberdeen 

Church,  Bill  G Sioux  Falls 

♦Clark,  B.  S Spearfish 

Clark,  C.  J Watertown 

Cline,  J.  A North  Carolina 

Collins,  James  Hoven 

Cosand,  M.  R Pierre 

♦Cottam,  G.  I.  W Sioux  Falls 

Cowan,  J.  T Pierre 

Cowling,  G Hot  Springs 

Cutshall,  V.  H Sioux  Falls 

Cutshall,  V.  K Sioux  Falls 

Daw,  E.  F Sioux  Falls 

Dean,  Roscoe Wess.  Springs 

DeClark,  R.  P Sioux  Falls 

DeGeest,  J.  H Miller 

Delaney,  R.  J Mitchell 

Delaney,  W.  A.,  Jr Mitchell 

DeMarco,  Lynn  Sioux  Falls 

Desai,  B.  J Watertown 

Devick,  J.  S Colton 

Dewald,  A Rapid  City 

Donahoe,  J.  W Sioux  Falls 

tDonahoe,  R.  R Florida 

Driver,  I.  E Aberdeen 

Drummond,  R Rapid  City 

D’Souza,  E.  P Aberdeen 

Dulaney,  C.  H Ft.  Meade 

Dzintars,  P.  F Rapid  City 

Ebbert,  Larry Rapid  City 

Eckrich,  J.  A Aberdeen 

Eckrich,  J.  A.,  Jr Aberdeen 

♦Eirinberg,  I Sioux  Falls 

Elston,  J.  T Rapid  City 

Ensberg,  D.  L Sioux  Falls 

Entwistle,  F.  R Sioux  Falls 

Epp,  D.  L Freeman 

Fahrenwald,  M Redfield 

Farkas,  E.  C Sioux  Falls 

Farrell,  H.  W Sioux  Falls 

Fedt,  Donald  Watertown 

Felker,  J Sioux  Falls 

Ferrell,  M.  R Sioux  Falls 

Ferrell,  R Rapid  City 

Finley,  R.  C Rapid  City 

Finney,  L.  Sioux  Falls 

Fisk,  R.  G Dell  Rapids 

Fletcher,  H Vermillion 

Flora,  G Sioux  Falls 

Foley,  R.  J Tyndall 

♦Fox,  S.  W California 

Francisco,  E Estelline 

Franckowiak,  J Brookings 

Freimark,  L Rapid  City 

Friefeld,  S Brookings 

Friess,  R.  W Sioux  Falls 

Fromm,  H.  E Rapid  City 

Frost,  D.  M Sioux  Falls 

Frost,  H.  L Rapid  City 

Fuller,  Wm.  C Sioux  Falls 

Gehring,  S Sioux  Falls 

Gerber,  B.  C Aberdeen 

Gere,  R.  G Mitchell 

Giebink,  R.  R Sioux  Falls 

Gilbert,  F.  J Ft.  Meade 

Gillis,  F.  D Mitchell 

Golliher,  W.  N Spearfish 

Graven,  S Sioux  Falls 


Greenfield,  D.  L Sioux  Falls 

Greenfield,  R.  E Sioux  Falls 

Gregg,  J.  B Sioux  Falls 

♦Gregory,  D.  A Milbank 

Groote,  C Sioux  Falls 

Gross,  H.  Phil  Sioux  Falls 

♦Grove,  M.  S Sioux  Falls 

Gryte,  C.  F Huron 

Guddal,  W.  N Watertown 

Gulledge,  A.  D Ohio 

Gunnarson,  R.  E Sioux  Falls 

Gwinn,  C.  B Rapid  City 

Haas,  Stephen  Rapid  City 

Halverson,  K Yankton 

Hamm,  Joseph  Rapid  City 

Hanson,  B Watertown 

Hanson,  W.  O Huron 

Hare,  H.  J Rapid  City 

Harlow,  M.  C Aberdeen 

Harris,  Russell  Rapid  City 

Hartzell,  A Sioux  Falls 

Haugan,  H.  O Rapid  City 

Hayes,  R.  H Wall 

Heidepreim,  G Rapid  City 

Heinrichs,  E.  H Vermillion 

Held,  G Yankton 

Henderson,  B Mobridge 

Henrickson,  L Sioux  Falls 

Henry,  Robert Brookings 

Hercules,  C Rapid  City 

Hermann,  H.  T Ft.  Meade 

Hermanson,  J.  M.  ...  Valley  Springs 

Heupel,  Alden  R Watertown 

Hewitt,  J.  M Rapid  City 

♦Hill,  J.  F Yankton 

Hockett,  R.  D Mitchell 

Hofer,  E.  A Huron 

Hohm,  Paul  Huron 

Hohm,  R Huron 

Hohm,  Theo Huron 

Holland,  L.  W Chamberlain 

Hollerman,  Chas Yankton 

Holzwarth,  D.  R Yankton 

Honke,  R.  W Wagner 

Horthy,  K Kennebec 

Hosen,  R.  S Sioux  Falls 

Hoskins,  John  Sioux  Falls 

Hovland,  James  I Aberdeen 

Howard,  Wm.  J Rapid  City 

Hoxtell,  Eugene Sioux  Falls 

Hubner,  J Yankton 

♦Hubner,  R.  F Yankton 

Huet,  G.  M Huron 

Hughes,  H.  D Clear  Lake 

Humphreys,  D Sioux  Falls 

♦Huppler,  E.  G Watertown 

Hussain,  R Sioux  Falls 

Hyland,  L Sioux  Falls 

Isburg,  Carroll  Yankton 

Jacobson,  T.  R Hot  Springs 

Jahraus,  R.  C Pierre 

James,  E Rapid  City 

Jameson,  G.  M Yankton 

Janavs,  V Milbank 

Janis,  J.  B Sioux  Falls 

Janusz,  A.  J Aberdeen 

Jaqua,  R.  A Sioux  Falls 

Javurek,  A Deadwood 

Jerde,  O.  M Rapid  City 

Johnson,  C.  A Lemmon 

Johnson,  D.  L Sioux  Falls 

Johnson,  E.  A Milbank 

Johnson,  Robert Rapid  City 

Johnson,  T.  C Yankton 

Johnson,  V Vermillion 

Jones,  W.  E Sturgis 
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Jones,  W.  L Sioux  Falls 

Judge,  J.  O Mitchell 

Kalda,  E.  F Platte 

Kamperschroer,  P Michigan 

Karlen,  L.  W DeSmet 

Kass,  Joseph  Rosholt 

Kaufman,  I.  I Freeman 

♦Kegaries,  D.  L Rapid  City 

Kelley,  D.  H Rapid  City 

Kemp,  E Sioux  Falls 

Kennedy,  D Sioux  Falls 

Kilfoyle,  M.  J Faulkton 

*King,  L.,  Jr Sioux  Falls 

Kittelson,  H.  O Sioux  Falls 

Klar,  W Flandreau 

Knowles-Smith,  P McLaughlin 

Knutson,  Dennis Sioux  Falls 

Knutson,  J Onida 

Kohlmeyer,  F.  C Sioux  Falls 

Koob,  K Sioux  Falls 

Kosse,  Karl  Aberdeen 

Kovarik,  J.  A Rapid  City 

Kovarik,  R.  A Rapid  City 

Kovarik,  W.  J Rapid  City 

Kroack,  K.  J Brookings 

Kunz,  J.  A Rapid  City 

Kwan,  F.  P Rapid  City 

Lakstigala,  Peter  Sioux  Falls 

Lampert,  A.  A Rapid  City 

Lampert,  A.  A.,  Jr Madison 

Lang,  Durward Sioux  Falls 

Lardinois,  C.  C Huron 

Larson,  J.  C Watertown 

Larson,  Leland  J Sioux  Falls 

Lawrence,  R.  R Mobridge 

Leander,  R.  B Sioux  Falls 

Lee,  S.  G Sioux  Falls 

Leigh,  F.  D Huron 

Lenz,  B.  T Huron 

Leon,  Paul  Aberdeen 

Lesher,  R Yankton 

Lewis,  H.  R Mitchell 

Lindbloom,  B.  O Pierre 

Linde,  Leonard  Mobridge 

♦Lloyd,  J.  H Mitchell 

Looby,  T Sioux  Falls 

Loos,  C.  M Rapid  City 

Loos,  G.  D Sioux  Falls 

Lopez,  A Hot  Springs 

♦Lovering,  J Webster 

Lushbough,  B.  C Brookings 

Lyso,  M Yankton 

Mabee,  J.  O Mitchell 

Mabee,  O.  J Mitchell 

Magnuson,  G Sioux  Falls 

Mangulis,  G Philip 

Maresh,  E.  R Sioux  Falls 

Mark,  C Viborg 

Massa,  L.  L Sturgis 

Mattox,  J.  E Deadwood 

Mattson,  W Rapid  City 

McCann,  J.  P Parkston 

McDonald,  C.  J Sioux  Falls 

McDonald,  J Rapid  City 

McFee,  John  Ipswich 

McGee,  R Aberdeen 

McGreevy,  J.  V Sioux  Falls 

McGreevy,  P.  S Sioux  Falls 

McGuigan,  P.  M Rapid  City 

McHardy,  B.  R Sioux  Falls 

McIntosh,  G.  F Eureka 

McVay,  C.  B Yankton 

Mead,  T Spearfish 

Medeck,  M.  J Sturgis 

Mendoza,  V Sisseton 

Merryman,  M.  P Rapid  City 

Messner,  F Yankton 

Meyer,  R Watertown 

Meyers,  W Hot  Springs 

Michieli,  Jose Watertown 

Millea,  R.  P Rapid  City 

Moller,  C Mitchell 


Monfore,  James Miller 

Monson,  C.  D Parkston 

Moore,  E.  J Vermillion 

Mueller,  E.  H Tripp 

Muggly,  J.  A Madison 

Munro,  R.  S Sioux  Falls 

Munson,  D Sioux  Falls 

Munson,  H.  B Rapid  City 

Murdy,  C.  B Aberdeen 

Mutch,  M.  G Sioux  Falls 

Naughton,  G Sioux  Falls 

Nelson,  Earl Viborg 

Nelson,  L.  F Webster 

Nelson,  P.  S Watertown 

Nelson,  R.  E Sioux  Falls 

Nemer,  R.  G Gregory 

Nice,  R Sioux  Falls 

Nicholas,  George Winner 

♦Nolan,  B.  P Mobridge 

♦Norgello,  V Sioux  Falls 

O’Brien,  P Sioux  Falls 

Ochsner,  J.  A Sioux  Falls 

O’Connell,  James  Sioux  Falls 

Odland,  W Aberdeen 

Oey,  D Sisseton 

Ogborn,  R.  J Sioux  Falls 

Opheim,  W.  L Sioux  Falls 

Orr,  R.  T Sioux  Falls 

Ortmeier,  D Sioux  Falls 

Otey,  B.  T Flandreau 

Owen,  G.  S Rapid  City 

Owens,  R.  J Pierre 

Palmerton,  E.  S Rapid  City 

Park,  Dai  H Pierre 

Parry,  R Sioux  Falls 

Pasek,  E.  A Sioux  Falls 

Patt,  W.  H Brookings 

Patterson,  D Redfield 

Peeke,  A.  P Volga 

Peik,  D.  J Sioux  Falls 

Pekas,  M Sioux  Falls 

Pelton,  C Aberdeen 

Perry,  E.  J Aberdeen 

Petereit,  M.  F Sioux  Falls 

Peters,  E.  H Sioux  Falls 

Petersen,  L Yankton 

Peterson,  J Mobridge 

Petres,  A Salem 

Piro,  D.  F Watertown 

Pitt-Hart,  B.  T Sioux  Falls 

♦Plowman,  E.  T Brookings 

Pope,  F Yankton 

Porter,  Maynard  Parkston 

Porter,  Richard  Yankton 

Price,  Ronald  Armour 

Primrose,  Joseph Brookings 

Quale,  J Sioux  Falls 

Quick,  Wm Yankton 

Quinn,  R.  H Sioux  Falls 

Radack,  M.  L Yankton 

♦Radusch,  F.  J California 

Ramos,  M Scotland 

Ranney,  Brooks Yankton 

Read,  R Sioux  Falls 

Reagan,  J.  L Madison 

Reaney,  D.  B Yankton 

Reding,  A.  P Marion 

Regier,  E Canton 

Reinoehl,  W Custer 

Reynolds,  James Sioux  Falls 

Ries,  K Vermillion 

Rittmann,  J Watertown 

Roberts,  C.  S.,  Jr Brookings 

Rodine,  J.  C Aberdeen 

Rossing,  W.  O Sioux  Falls 

Rost,  M Sioux  Falls 

Rousseau,  M.  C Watertown 

Rud,  James Watertown 

♦Rudolph,  E.  A California 

Ruud,  E.  T Hot  Springs 

Rutt,  Carl  Sioux  Falls 

Ryan,  J.  E Mobridge 


Sabow,  J Rapid  City 

Saloum,  H Tyndall 

Sanchez,  G Sioux  Falls 

Sanders,  M.  E Aberdeen 

Sanderson,  E.  W Sioux  Falls 

Saoi,  N.  B Yankton 

Sattler,  T.  H Yankton 

Savage,  L Yankton 

♦Saxton,  A.  J Arizona 

♦Saxton,  W.  H Huron 

Saylor,  H.  L.,  Jr Huron 

Schabauer,  E.  A Mitchell 

Scheffel,  A Redfield 

Scheller,  D.  L Arlington 

Schultz,  R.  D Sioux  Falls 

Seaman,  David Aberdeen 

Sear,  J Sisseton 

Sebring,  F.  U Vermillion 

Sejvar,  J.  P Rapid  City 

♦Sercl,  W.  F Sioux  Falls 

Shaskey,  R.  E Brookings 

Shaurette,  Glen Aberdeen 

Shemonsky,  N Vermillion 

♦Sherwood,  C.  E Madison 

Shinghal,  K Aberdeen 

Shinghal,  P Aberdeen 

Shining,  H.  S Rapid  City 

Shousha,  A Britton 

Shreves,  H Sioux  Falls 

Sittner,  L Sioux  Falls 

Skogmo,  B.  R Mitchell 

Slingsby,  J Rapid  City 

Smart,  E.  C Belle  Fourche 

Smith,  David  Deadwood 

Smith,  G Sioux  Falls 

Spears,  B Pierre 

♦Spiry,  A.  W Mobridge 

♦Stahmann,  F.  S Sioux  Falls 

Stanage,  W.  F Yankton 

Staub,  D Sisseton 

Steele,  G.  H Aberdeen 

Steele,  J.  P Yankton 

♦Steiner,  P California 

Stensrud,  H.  J Madison 

Stephenson,  D.  R Yankton 

Stern,  C.  A California 

Stiehl,  R Winner 

Stoltz,  C.  R Watertown 

Strand,  R.  D Rapid  City 

Stransky,  J.  J Watertown 

Swanson,  C.  L Pierre 

Swanson,  P Sioux  Falls 

Sweeney,  L.  J Sioux  Falls 

Sweeny,  W.  T Aberdeen 

Sweet,  E.  P Burke 

Swisher,  L.  P Kadoka 

Talbert,  Anthony Yankton 

Talley,  Robert  Sioux  Falls 

Tam,  Guy  Sioux  Falls 

Taylor,  Wm.  R Aberdeen 

Tesar,  C.  E Rapid  City 

Tesch,  R Brookings 

Thatcher,  G Sioux  Falls 

Theissen,  H.  H Rapid  City 

Thompson,  R.  F Yankton 

Thornton,  R.  R Yankton 

Tidd,  J.  T Yankton 

Tieszen,  A.  J Pierre 

Tracy,  G.  E Watertown 

Trinidad,  R Deadwood 

Trumpe,  Wm.  D Ft.  Meade 

Tschetter,  L.  K Sioux  Falls 

Tschetter,  P.  S Huron 

Tschetter,  R.  T Sioux  Falls 

Tschetter,  W.  R Rapid  City 

Tseng,  Chang Aberdeen 

Tuan,  C Yankton 

Turner,  C.  R Vermillion 

Unahalekhaka,  Amath  ....  Webster 

Van  Demark,  R.  E Sioux  Falls 

Villa,  J.  P Freeman 

Vogele,  A.  C Aberdeen 
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Vogele,  C.  L 

....  Aberdeen 

Vogele,  Kenneth  . . . . 

Rapid  City 

Vogelgesang,  L.  C.  . . 

Webster 

Volin,  V.  V 

. . . Sioux  Falls 

Vonburg,  V.  R 

Mitchell 

Vose,  J.  L 

Wagner,  Loyd  

. . . Sioux  Falls 

Wait,  C 

. . . . Brookings 

Waltner,  Lonnie  .... 

Freeman 

Walton,  J 

Weatherill,  D.  W.  . . . 

Mitchell 

Wegner,  K.  H 

. . . Sioux  Falls 

Werthmann,  H Pierre 

Westaby,  R.  S.,  Jr Hot  Springs 

White,  T.  C Sioux  Falls 

Whitney,  N.  R Rapid  City 

Wicks,  D Custer 

Wierda,  D.  R Sioux  Falls 

Willcockson,  John Yankton 

Willcockson,  T.  H Yankton 

Williams,  B.  J Sioux  Falls 

Williams,  F.  R Rapid  City 

Willix,  Robert Sioux  Falls 


*Wold,  H.  R Madison 

Wood,  G.  F Rapid  City 

Wrage,  T.  J.,  Jr Watertown 

Wunder,  James Mobridge 

Wyatt,  R Sioux  Falls 

Yackley,  J.  V Rapid  City 

Yamada,  A Rapid  City 

Zakahi,  R.  J Pierre 

Zanka,  J.  A Rapid  City 

Zastrow,  Arlan  Huron 

Zvejnieks,  K Aberdeen 


Christensen,  Martin Vermillion 

Cink,  Thomas  M California 

Davis,  Laura  Vermillion 

Gaede,  James  Yankton 

Golden,  Ellen  Vermillion 

Gulden,  David  Vermillion 


ASSOCIATE  MEMBERS 
(MEDICAL  SCHOOL  STUDENTS, 
RESIDENTS) 

Herther,  Craig Vermillion 

Hoekman,  Allen  Yankton 

Horning,  James Ohio 

Huber,  Tom  Sioux  Falls 

Jones,  John  Vermillion 

Likness,  Clark  Sioux  Falls 


Neubauer,  J.  M Vermillion 

Norbeck,  John Texas 

Peters,  Stephen  Sioux  Falls 

Schmaltz,  Richard  Yankton 

Stewart,  Richard Yankton 

Weitzenkamp,  Larry  Texas 


MS — Indicates  Military  Service 
* — Indicates  Honorary  Membership 
t — Resident 


LABORATORY  AIDS 


Sponsored  by  the  South  Dakota  Society  of  Pathologists 
BLOOD  CULTURES 

There  is  some  controversy  as  to  the  time  and 
number  of  blood  cultures  to  be  collected  in  various 
clinical  situations.  The  following  recommendations 
are  from  the  American  Society  of  Microbiology.  You 
will  note  that  the  seriousness  of  the  infection  dictates 
the  time  of  collection  before  therapy.  Since  many 
bacteremias  are  continuous,  the  interval  is  often  not 
important. 

1.  Intermittent  bacteremia — collect  3-4  blood  cul- 
tures in  the  first  24  hours.  90%  will  be  positive. 
The  interval  can  be  variable  but  increasing  the 
number  is  usually  not  effective  in  increasing  the 
positivity.  Trying  to  get  blood  cultures  at  the 
time  the  patient's  temperature  spikes  can  be  done 
but  only  if  the  time  of  the  temperature  spike  is 
easily  predicted.  Often  in  these  situations  the 
temperature  spike  can  be  missed  or  a chill  can  be 
missed  until  the  most  likely  time  for  detecting  the 
organisms  is  past.  Fixed  interval  over  the  first  24 
hours,  therefore,  is  usually  adequate. 

2.  For  severe  life  threatening  clinical  situations  two 
samples  of  blood  from  each  arm  are  placed  into 
two  separate  culture  specimens  after  which  ther- 
apy is  begun. 

3.  For  detection  of  infective  endocarditis  or  low 
grade  intravascular  infections,  three  specimens 


in  24  hours  no  closer  than  an  interval  of  one  hour 
is  quite  satisfactory. 

4.  If  the  patient  is  on  therapy  and  this  cannot  be 
suspended,  collect  4-6  blood  cultures  in  48  hours. 
The  blood  culture  should  be  collected  just  before 
the  next  dose  of  antimicrobial  agent  so  that  serum 
antimicrobial  activity  is  at  its  lowest  ebb. 

5.  In  children  1-2  ml.  samples  in  2 blood  culture 
media  are  often  indicated. 

Blood  cultures  collected  are  placed  into  2 bottles, 
one  aerobic  and  one  anaerobic.  Routine  subcultures 
and  gram  stains  are  made  at  twenty  four  hours  and 
seven  days  routinely  or  if  growth  is  noted.  The  cul- 
tures are  kept  7 days  because  recent  studies  at  the 
Mayo  Clinic  and  University  of  Minnesota  have 
shown  that  organisms  in  these  media  have  grown  by 
7 days  in  all  instances.  There  are  substances  in  the 
culture  media  which  inhibit  the  action  of  penicillin, 
sulfa,  and  the  aminoglycoside  antimicrobial  agents. 

Although  organisms  of  low  pathogenic  potential  or 
an  organism  from  only  one  of  a number  of  blood 
cultures  would  tend  to  indicate  a contaminant,  there 
is  no  absolute  way  to  determine  whether  an  organism 
isolated  from  a blood  culture  is  really  causing  in- 
fection or  is  a contaminant.  For  this  reason,  the 
technologist  must  perform  a careful  preparation  of 
the  arm  before  drawing.  5 cc.  of  blood  is  added  to  a 
50  cc.  bottle,  10  cc.  of  blood  is  added  to  a 100  cc. 
bottle. 

John  F.  Barlow,  M.D. 

Pathologist 
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If  the  AMA  didn’t  speak 
for  the  profession,  who  would? 


Who  would  speak  for  the  profession  on  the  2,500 
health  bills  introduced  in  every  Congress?  Orthe 
regulations  issued  by  federal  agencies? 

Who  would  state  the  profession's  views  on  na- 
tional health  insurance7  Utilization  Review  Regu- 
lations? The  Health  Planning  Act  of  1974? 
Maximum  Allowable  Cost  Regulations7  Health 
Manpower? 

Who  would  provide  the  scientific  input  and  the 
practitioner's  experience  and  knowledge  so  es- 
sential to  legislation  on  drugs,  cancer,  heart  dis- 
ease, communicable  diseases?  Can  you  think  of 
anyone? 


The  fact  is,  there  is  only  one  organization  that 
can  — and  does  — speak  for  the  profession  as  a 
whole.  The  AMA. 

It  does  so  to  protect  the  basic  freedoms  of 
medical  practice  in  any  federal  health  program 
that  might  be  enacted;  and  even  more  important, 
to  promote  legislation  for  better  health  care  for 
the  entire  public. 

The  AMA’s  voice  can  only  be  as  strong  as  the 
members  of  the  profession  choose  to  make  it. 
With  your  support,  the  AMA  can  be  even  more 
effective  spokesman. 


Join  us. 

We  can  do  much  more  together. 

Dept,  of  Membership  Development 

American  Medical  Association 

535  N.  Dearborn  St. /Chicago,  IL  60610 

Please  send  me  more  information  on  the  AMA 
and  AMA  membership. 


City/State/Zip . 


^^e^nProdurt^^^ew^ooks 


A.  H.  Robins  Company  is  introducing  Z-BEC®,  a 
high  potency  vitamin  formula  for  adults.  It  combines 
zinc  and  Vitamin  E with  600  mg  of  Vitamin  C and  a 
complex  of  B vitamins.  Recommended  for  important 
roles  in  general  nutrition,  healing  of  wounds  and 
prevention  of  hemorrhage. 

* * * 

The  Beecher  Corporation  has  a new  extracting  de- 
vice for  use  thru  endoscopes  or  thru  incisions.  A 
manual  manipulator  has  a flexible  outer  dilator 
which  dilates  the  passage  and  the  site  of  the  foreign 
body.  Vacuum  is  applied  when  the  expanded  sleeve 
is  in  contact  with  the  foreign  body.  The  inner  sleeve 
is  then  retracted  and  when  it  is  deflated  the  object 
is  drawn  into  the  sleeve.  The  sleeve  protects  the 
passage  walls  during  withdrawal. 

•1*  ^ 

Apex  Medical  Supply  has  a new  style  unbreak- 
able oral  syringe  for  accurate  delivery  of  oral  medi- 
cines, especially  for  children  and  also  useful  for 
adults.  The  syringe  resembles  a hypodermic  syringe 
except  that  its  tip  cannot  accept  a Luer  needle.  Tea- 
spoons vary  in  capacity  from  2.5  to  9 cc;  the  syringe 
is  accurate.  The  syringe  is  calibrated  in  cubic  centi- 
meters and  in  standard  teaspoonsful. 

^ 

Berkeley  Bio-Engineering  has  a new  system  for 
prevention  of  deep  vein  thrombosis.  Called  Berke- 
ley-Flowtron™,  the  system  consists  of  a pair  of  in- 
flatable leggings  attached  to  a small  portable  air 
compressor.  The  leggings  are  alternately  inflated  and 
deflated  to  simulate  normal  pumping  action  of 
muscles  during  ambulation. 

* * * 

Schering  announces  Optimime  tablets,  the  first 
new  prescription  antihistamine  product  introduced  in 
the  U.S.  in  1 6 years.  Optimime  is  a brand  of  azata- 
dine  maleate.  It  is  effective  in  low  dosage  and  is 
long-acting. 

* * * 

Upjohn  has  announced  that  its  new  agent,  Coles- 
tid,  has  been  approved  by  the  FDA.  Colestid  (coles- 
tipol hydrochloride)  is  used  in  conjunction  with  diet 
therapy  for  patients  with  high  cholesterol  levels. 


Mead  Johnson  has  an  agreement  with  Continental 
Pharma,  a Belgian  firm,  to  market  Suloctidil  in  the 
U.S.  Suloctidil  is  a vasoactive  drug  effective  for  both 
peripheral  vascular  and  cerebral  vascular  disease 
states.  European  experience  demonstrates  that  the 
drug  will  increase  the  walking  distance  of  patients 
suffering  from  impaired  peripheral  circulation.  Stud- 
ies to  confirm  these  findings  by  research  in  the  U.S. 
will  begin  immediately. 

* * =i= 

Searle  announces  the  introduction  of  Norpace 
(disopyramide  phosphate),  a new  drug  for  the 
treatment  of  specific  cardiac  arrhythmias.  Canada 
has  accepted  the  drug  for  clinical  use  and  the  U.S. 
FDA  is  studying  the  agent.  It  has  been  found  to  be 
effective  in  treating  ventricular  tachycardia. 

* * * 

Wyeth  Laboratories  announces  the  availability  of 
Unipen®  (sodium  nafcillin)  as  the  monohydrate,  and 
Omnipen®-N  (ampicillin  sodium)  in  Piggyback  Units 
for  convenient,  economical  intravenous  therapy. 

* * * 

Van  Nostran  Reinhold  announces  the  release  of 
“Psychosomatic  Aspects  of  Allergy”  by  Claude  A. 
Frazier,  M.D.  It  is  a practical  guide  to  show  physi- 
cians and  patients  how  to  cope  with  the  emotional 
components  of  allergic  disease.  252  pages.  $14.95. 

* * * 

Heath  and  Company  is  publishing  a book  with  the 
general  theme  of  “Can  the  community  hospital  main- 
tain its  sense  of  direction  in  the  face  of  ever-increas- 
ing outside  regulations?”  Written  by  Dr.  Kathleen  M. 
Popko,  a member  of  the  Sisters  of  Providence  who  is 
associated  with  Brandeis  University  and  Mercy  Hos- 
pital in  Springfield,  Mass.,  the  book  is  titled  “Regu- 
latory Controls:  Implications  for  the  Community 
Hospital.”  192  pages — $15.50. 

* * :}c 

D.  C.  Heath  Company  has  released  a new  book 
“Toward  a National  Health  Care  Policy,”  written  by 
Kenneth  M.  Friedman  of  Purdue  and  Stuart  H.  Rak- 
off  of  the  United  Mine  Workers.  It  is  concerned  with 
control  of  costs.  It  also  discusses  supply  of  physi- 
cians, distribution  of  physicians,  specialism,  generic 
labeling  of  drugs  and  end-stage  renal  dialysis.  288 
pages — $18.00. 

❖ * * 

Reprinted  from  the  JOURNAL  OF  THE  INDIANA 
STATE  MEDICAL  ASSOCIATION.  Each  item  is  pub- 
lished as  news  and  does  not  necessarily  constitute  an  en- 
dorsement of  a product  or  recommendation  for  its  use 
by  the  SOUTH  DAKOTA  JOURNAL  OF  MEDICINE. 
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Oncology,  Mayo  Foundation  Out- 
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Med.  Ed.,  McKennan  Hosp.,  800 
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SYNOVIAL  CHONDROMATOSIS  OF  HIP: 
CASE  WITH  LONG-TERM  FOLLOWUP 


Synovial  chondromatosis  is  a benign  tumor  which  may 
affect  the  hip  joint  less  frequently  than  the  knee.  The 
condition,  usually  monoarticular,  gives  symptoms  of  pain, 
limping  and  locking  and  results  in  degenerative  changes  in 
the  articular  cartilage  of  the  joint.  Roentgenographic  ex- 
amination may  be  unrevealing  if  the  chondromata  are  not 
calcified  or  ossified.  Conservative  surgery  without  disloca- 
tion of  the  hip  joint  may  give  good  results  if  the  blood 
supply  to  the  hip  is  not  impaired,  as  illustrated  in  the 
present  case. 


Synovial  chondromatosis,  with  rare  exception,  is 
a benign  condition,  characterized  by  the  formation 
of  metaplastic  cartilagenous  foci  within  the  sub- 
synovial  connective  tissue  which  produce  and  shed 
cartilagenous  loose  bodies  into  the  joint  space.  The 
treatment  of  choice  for  this  condition  has  classically 
been  subtotal  synovectomy  and  complete  removal  of 
the  loose  bodies,14  which  has  enjoyed  much  success 
in  uncomplicated  cases  without  evidence  of  arthritis. 
The  purpose  of  this  paper  is  to  report  the  excellent 
result  in  a case  some  years  after  conservative  surgical 
treatment  without  dislocation  of  the  hip  joint. 

Case  Report 

A white  male,  age  55,  was  seen  in  February, 
1969  with  complaints  of  pain,  locking  and  limita- 
tions of  motion  in  the  left  hip.  He  dated  his  trouble 
to  1962,  when  he  was  tobogganing;  he  put  out  his 
left  leg  to  brake  the  speed  of  the  toboggan  and 
injured  his  hip.  Since  then  the  condition  had  gotten 
progressively  worse.  He  had  received  no  particular 
treatment  for  it,  other  than  analgesics  for  pain. 

Physical  examination  revealed  a white  male,  five 
feet  nine  inches  tall,  weight  140  pounds.  Physical 
examination  was  not  remarkable  except  for  the  left 
hip  where  no  internal  rotation  was  present,  external 
rotation  was  40  degrees  and  flexion  was  limited 
to  70  degrees. 

Roentgenographic  examination  (Fig.  1)  revealed 
radio-opaque  bodies  about  the  left  hip.  Because  of  his 
long  history  of  increasing  disability,  he  was  ad- 


*  Formerly  Senior  Preceptee  from  Downstate  Medical 
Center,  Brooklyn,  New  York;  now  in  residency  training 
at  Iowa  City,  Iowa. 

**Orthopedic  Surgeon,  Orthopedic  and  Fracture  Center, 
P.A.,  Sioux  Falls;  Clinical  Professor,  School  of  Medicine, 
University  of  South  Dakota. 


by 

Steven  Thomas,  M.D.* 
and 

Robert  E.  Van  Demark,  M.D.** 


mitted  to  the  hospital  and  underwent  a subtotal 
synovectomy  with  removal  of  many  loose  bodies 
(Fig.  2).  The  post-operative  course  was  satisfac- 
tory in  every  respect  and  he  regained  a markedly 
improved  range  of  motion  and  the  hip  became 
asymptomatic. 


Figure  1 

Preoperative  roentgenogram  of  left  hip  (1968)  showing 
radio-opaque  bodies  medial  to  left  femoral  neck. 
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of  the  capsule  (Fig.  3). 

The  patient  was  invited  to  come  in  for  a check- 
up, more  than  7 years  after  his  surgery.  He  had  no 
complaints  at  this  time.  Roentgenographic  examina- 
tion showed  no  loose  bodies  and  increased  calcifica- 
tion at  the  old  capsular  attachment.  (Fig.  4).  Sub- 
jectively and  objectively  the  result  was  excellent. 
The  patient  graded  98  points  on  the  Iowa  100 
Point  Hip  Evaluation  Scale. 


Figure  2 

Photograph  of  gross  specimen  showing  multiple  loose  bodies 
removed  from  left  hip. 


Figure  3 

Roentgenogram  of  left  hip  (1969)  demonstrating  calcifica- 
tion at  the  site  of  the  superior  lateral  margin  of  the  capsule. 

An  X-ray  taken  late  in  1969  showed  some  cal- 
cification at  the  site  of  the  superior  lateral  margin 


Figure  4 

Roentgenographic  examination  more  than  seven  years  after 
conservative  surgery  revealed  no  great  change  other  than 
increased  calcification  at  the  old  capsular  attachment.  Pa- 
tient had  no  complaints  and  rates  98  points  on  the  Iowa 
100  Point  Hip  Evaluation  Scale. 

Discussion 

Synovial  chondromatosis,  more  recently  called 
“synovial  chondrometaplasia”,1  can  affect  any  of 
the  diarthroidal  joints  of  the  body  and  has  been 
found  less  frequently  involving  tendon  sheaths  and 
bursae.  The  most  commonly  involved  joints  are  the 
knee,  hip  and  elbow;  but  the  disease  has  been  re- 
ported1415 in  the  shoulder,  wrist,  hand,  metacarpo- 
phalangeal joints  and  temporomandibular  joints.2 
The  disease  is  usually  monoarticular,  and  quite  rare. 
In  the  Mayo  Clinic  study,14'15  the  patients’  ages  var- 
ied between  16  to  67  years  with  an  average  age  of 
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40.4  years.  However,  other  clinics  report  the  age  of 
incidence  to  be  somewhat  higher  or  lower.  All 
agree  that  the  male  is  affected  more  frequently  than 
the  female. 

The  osteochondromatous  bodies  arise  from  the 
loose  areolar  connective  tissue  underlying  the 
mesothelial  layer  of  the  synovial  membrane.  There 
are  no  cartilage  cells  in  the  normal  synovial  mem- 
brane. The  fibroblasts  of  this  area  lose  their  proc- 
esses and  become  more  rounded.  They  meta- 
morphose into  chondroblasts  and  deposit  chondro- 
mucin.  However,  a majority  of  cases  contain  sur- 
rounding transitional  metaplastic  zones  in  which  the 
cartilage  cells  have  hyperchromatic,  plump,  some- 
what irregular  nuclei,  and  more  than  an  occasional 
multinucleated  (usually  binucleate)  cartilage  cells. 
The  synovium  itself  is  hypertrophied  and  grossly 
takes  on  a “cobblestone”  appearance.14  The  cartila- 
genous  foci  become  sessile  surface  masses,  become 
pedunculated  and  are  cast  free  by  the  hundreds  into 
the  joint  space.  The  synovial  fluid,  by  diffusion, 
nourishes  the  loose  bodies814  which  may  increase  in 
size  until  they  outstrip  even  this  nutrient  supply  and 
with  the  death  of  the  cells  begin  to  calcify. 

Natural  History 

There  is  some  disagreement  as  to  the  basic  nature 
of  synovial  chondromatosis.  The  etiology  of  the 
disease  is  unknown.  Both  neoplastic  and  traumatic 
etiologies  have  been  postulated  but  without  clinical 
substantiation;  and  synovial  fluid  cultures  have 
yielded  repeatedly  negative  results.7  Whether  the 
disease  is  progressive  or  self-limited  is  another  poor- 
ly understood  question.  Jones8  believed  the  disease 
to  be  a benign  neoplasm  and  pointed  out  that  the 
osteocartilagenous  bodies  showed  a slowly  expansive 
growth,  were  noninfiltrating,  showed  no  mitotic 
figures,  and  did  not  recur  after  complete  removal. 
However,  Freund4  cites  a case  in  which  loose 
bodies  were  incompletely  removed  at  operation. 
Post-operative  roentgenograms  confirmed  the  pres- 
ence of  residual  bodies.  Yet  one  year  later  repeat 
roentgenographic  studies  showed  no  evidence  of 
the  previously  seen  loose  bodies.  Several  authors610 
believe  that  the  disease  is  self-limited,  evidenced  by 
the  fact  that  the  number  of  clinical  cures  reported 
in  the  literature  far  exceeds  the  number  of  cases 
subjected  to  total  synovectomy.  Were  the  disease 
relentless  and  progressive  in  its  course,  one  would 
expect  any  treatment  short  of  total  synovectomy  to 
be  followed  by  recurrence. 

Even  though  the  metaplastic  changes  associated 
with  the  disease  would  probably  suggest  chondro- 
sarcoma in  the  proper  setting,  (e.g.  medulla  of  a 
major  tubular  bone,)  they  should  be  interpreted 


as  active  growth,  not  malignant  change.12-14  However, 
malignant  change  has  been  reported13-16  and  well 
documented  in  isolated  cases  of  synovial  chon- 
dromatosis. 

Diagnosis 

Synovial  chondromatosis  is  one  of  the  least  com- 
mon causes  of  intraarticular  loose  bodies.  The 
diagnosis  is  initially  one  of  exclusion  of  some  of  the 
more  common  entities,  including  osteoarthritis, 
osteochondritis  dissecans,  osteochondral  fracture, 
neuorpathic  joint,  chronic  infection  (e.g.  tubercu- 
losis), and  rheumatoid  arthritis.  The  constellation 
of  signs  and  symptoms  include  those  of  intra- 
articular mass(es):  persistent  pain,  swelling,  limita- 
tion of  motion,  tenderness,  effusion,  diminished 
range  of  motion,  palpable  masses,  or  essentially 
normal  physical  examination. 

Laboratory  studies  are  uniformly  of  little  value. 
Roentgenographically,  the  most  reliable  finding  is 
stippled  calcification  in  and  around  the  affected 
joint;7  loose  bodies  alone  are  not  diagnostic.  Nor 
is  the  absence  of  loose  bodies  by  X-ray  reliable  in 
ruling  out  the  disease.  In  the  Mayo  Clinic  study, 
7 of  20  cases  failed  to  show  calcification  by  X-ray. 
Even  at  operation  the  diagnosis  of  synovial  chon- 
dromatosis may  be  difficult.  The  Mayo  Clinic  study 
cites  1 1 cases  of  degenerative  arthritis  in  which 
osteocartilagenous  bodies  were  found  in  the  joint 
space  and  lining  tissues  but  no  metaplastic  activity 
was  found  in  the  synovium.  The  loose  bodies  lacked 
a round  or  oval  appearance  and  were  sharply  de- 
marcated. The  loose  bodies  in  degenerative  arthritis 
are  explained  both  by  mechanical  wear  and  tear, 
and  by  the  phagocytic  ability  of  the  synovial  mem- 
brane on  the  joint  debris  from  degenerating  articular 
surfaces.  Some  authors2  insist  on  completely  intact 
and  normal  joint  articular  cartilage  as  a condition 
for  the  diagnosis  of  synovial  chondromatosis.  How- 
ever, as  a result  of  the  loose  friction  producing 
bodies,  osteoarthritis  eventually  complicates  the  un- 
treated joint  in  this  disease11  so  the  above  condition 
is  only  valid  in  the  early  stages  of  the  disease.  The 
only  generally  agreed  upon  criterion,  then,  is 
cartilagenous  metaplasia  within  the  synovial  tissue 
demonstrated  histologically,  along  with  osteocarti- 
lagenous loose  bodies  in  the  joint  space. 

Management 

Classically,  the  treatment  of  choice  or  synovial 
chondromatosis  has  been  synovectomy  and  com- 
plete removal  of  all  loose  bodies.  Some  authors11 
use  partial  synovectomy  (with  comparable  success 
rates)  because  complete  synovectomy  is  impractical 
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in  the  knee  and  in  the  hip  entails  dislocation  of 
the  femoral  head  with  possible  avascular  necrosis, 
spiral  fracture  of  the  femoral  shaft  and  joint  stiff- 
ness. For  poor  surgical  risks,  both  radiation  therapy 
and  conservative  treatment  (heat  and  exercise)  have 
been  tried,14  but  with  poor  results.  Our  experience 
with  total  hip  replacement  in  two  of  these  cases  has 
been  encouraging,  with  a maximum  follow-up  of  five 
and  one-half  years.  We  do  not  anticipate  that  the 
results  with  total  hip  replacement  will  equal  or 
excell  the  present  result  with  a conservative  surgical 
approach. 
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President’s  Page 


Health  planning  has  become  a whole  new  industry.  Health  planning  may  have  some  good  points  but  it  is  also 
increasing  government’s  costs  in  the  delivery  of  such  care.  Some  health  planners  may  be  “cost  experts”  but  they 
do  not  know  the  “value”  of  health  care  delivery.  If  health  planners  do  succeed  in  getting  a program  formed, 
they  are  not  accountable  for  it  if  the  program  fails  nor  do  they  have  to  deal  with  the  daily  problems  of  new 
health  care  delivery  systems. 

The  government  says  medicine  is  too  important  to  be  left  in  the  hands  of  doctors.  Doctors  should  take  the 
position  that  planning  is  too  important  to  be  kept  in  the  hands  of  planners.  The  government  is  obsessed  with 
containing  the  cost  of  medicine.  The  government  is  trying  to  sell  the  public  that  cost  containment  would  be  a 
real  benefit  to  the  patient  and  that  no  decrease  in  the  quality  of  care  would  occur.  The  costs  of  doctors  run- 
ning clinics,  and  hospitals  providing  services  are  constantly  increasing.  In  medical  care  as  in  any  other  business, 
the  buyer  gets  what  he  pays  for.  Government  planning  in  the  direction  of  medical  cost  reduction  will  only  re- 
sult in  “shrinkage  of  services”  and  “reduction  of  quality”  of  care. 

I urge  you  all  to  become  familiar  with  the  plans  being  formulated  at  the  state  level  along  with  those  at  the 
national  level.  Talk  to  your  legislators  about  your  concerns,  and  more  important,  become  active  in  the  State  Med- 
ical Association  so  that  we  can  have  good  input  into  special  study  committees,  commissions  and  the  Council. 
DON’T  ALLOW  ALL  THE  PLANNING  TO  BE  DONE  BY  THE  PLANNERS. 

Fraternally, 
James  Ryan,  M.D.,  President 
South  Dakota  State  Medical  Association 


Have  a happy  day! 
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All  oral  bronchodilators  are 


pretty  much  the  same.  Right? 

Wrong! 


The  difference  is  in  their  action— both  before  and  after 
symptoms  begin.  That’s  the  reason  for  TEDRAL. 

□ effective  and  prolonged  bronchodilation  from  the 
synergistic  effect  of  ephedrine  and  theophylline 

□ ^ADRENERGIC  ACTION  RELAXES  BRONCHIAL 
SMOOTH  MUSCLE 

□ a- ADRENERGIC  ACTION  REDUCES  BRONCHIAL 
EDEMA  AND  SECRETIONS 

□ dosage  forms  to  meet  individual  patient  needs 


For  proven  performance. . . 


Each  tablet  contains  130  mg 
theophylline,  24  mg  ephedrine 
hydrochloride,  and  8 mg 
phenobarbital 


Each  tablet  contains  1 80  mg  anhydrous  theophylline 
(90  mg  in  the  immediate  release  layer  and  90  mg  in 
the  sustained  release  layer),  48  mg  ephedrine 


Each  5 ml  teaspoonful  contains  32.5  mg 
theophylline.  6 mg  ephedrine  HCI,  and  2 mg 
phenobarbital,  the  alcohol  content  is  1 5%. 


hydrochloride  (16  mg  in  the  immediate  release  layer 
and  32  mg  in  the  sustained  release  layer),  and  25  mg 
phenobarbital  in  the  immediate  release  layer 


See  next  page  for  brief  summary 


SUSTAINED  ACTION 


WARNER/CHILCOTT 

Division,  Warner-Lambert  Company 

Morris  Plains,  New  Jersey  07950  T-GP-72-B/W 


TEDRAL® 

TEDRAL®  SA  Sustained  Action 
TEDRAL®  Elixir 


CAUTION : Federal  law  prohibits  dispens- 
ing Tedral  SA  without  prescription. 
Description.  Tedral : each  tablet  contains 
130  mg  theophylline,  24  mg  ephedrine  hy- 
drochloride, and  8 mg  phenobarbital. 

Tedral  SA:  each  tablet  contains  180  mg 
anhydrous  theophylline  (90  mg  in  the  im- 
mediate release  layer  and  90  mg  in  the 
sustained  release  layer);  48  mg  ephed- 
rine hydrochloride  (16  mg  in  the  imme- 
diate release  layer  and  32  mg  in  the  sus- 
tained release  layer);  25  mg  phenobarbital 
in  the  immediate  release  layer. 

Tedral  Elixir:  each  5 ml  teaspoonful  con- 
tains 32.5  mg  theophylline,  6 mg  ephed- 
rine hydrochloride,  and  2 mg  phenobar- 
bital; the  alcohol  content  is  15%. 

Indications.  Tedral,  Tedral  SA,  and  Tedral 
Elixir  are  indicated  for  the  symptomatic 
relief  of  bronchial  asthma,  asthmatic  bron- 
chitis, and  other  bronchospastic  disorders. 
They  may  also  be  used  prophylactically  to 
abort  or  minimize  asthmatic  attacks  and 
are  of  value  in  managing  occasional,  sea- 
sonal or  perennial  asthma. 

Tedral  SA  (Sustained  Action)  offers  the 
convenience  of  b.i.d.  dosage. 

Tedral  Elixir  is  convenient  for  persons 
who  may  have  difficulty  in  swallowing 
tablets. 

These  Tedral  formulations  are  adjuncts 
in  the  total  management  of  the  asthmatic 
patient.  Acute  or  severe  asthmatic  attacks 
may  necessitate  supplemental  therapy  with 
other  drugs  by  inhalation  or  other  paren- 
teral routes. 

Contraindications.  Sensitivity  to  any  of 
the  ingredients;  porphyria. 

Warnings. Drowsiness  may  occur.  PHENO- 
BARBITAL MAY  BE  HABIT-FORMING. 

Precautions.  Use  with  caution  in  the  pres- 
ence of  cardiovascular  disease,  severe  hy- 
pertension, hyperthyroidism,  prostatic  hy- 
pertrophy, or  glaucoma. 

Adverse  Reactions.  Mild  epigastric  dis- 
tress, palpitation,  tremulousness,  insom- 
nia, difficulty  of  micturition,  and  CNS 
stimulation  have  been  reported. 

Average  Dosage.  Prophylactic  or  Thera- 
peutic. 

Tedral:  Adults— One  or  two  tablets  every 
4 hours.  Children— (Over  60  lb)  one-half  the 
adult  dose. 

Tedral  SA:  Adults— One  tablet  on  arising 
and  one  tablet  12  hours  later.  Tablets  should 
not  be  chewed.  Children  — Not  established 
for  children  under  12. 

Tedral  Elixir:  Note:  One  teaspoonful  is 
equivalent  to  one-quarter  Tedral  tablet. 
Children— One  teaspoonful  per  30  lb  body 
weight,  every  4-6  hours,  unless  prescribed 
otherwise  by  physician.  Should  be  given  to 
children  under  2 years  of  age  only  with  ex- 
treme caution.  Adults— One  to  two  table- 
spoonfuls every  four  hours. 

Supplied.  Tedral : White,  uncoated  scored 
tablets  in  bottles  of  24  (N  0047-0230-24), 
100  (N  0047-0230-51)  and  1000  (N  0047- 

0230- 60).  Also  in  Unit  Dose— package  of 
10  x 10  strips  (N  0047-0230-11). 

Tedral  SA:  Double-layered,  uncoated, 

coral/ mottled  white  tablets  in  bottles  of 
100  (N  0047-0231-51)  and  1000  (N  0047- 

0231- 60).  Also  in  Unit  Dose— package  of 
10  x 10  strips  (N  0047-0231-11). 

Tedral  Elixir:  Dark  red  and  cherry-fla- 
vored in  474  ml  (16  fl  oz)  bottles  (N  0047- 
0242-16). 

STORE  BETWEEN  59°  and  86°F  (15°  and 
30°C). 

Full  information  is  available  on  request. 


The  potential  for  extensive  estate  deple- 
tion exists  under  the  new  estate  and  gift 
tax  law. 

For  this  reason  our  attorneys  have  modified 
our  Financial  Analysis  Service.  Your  estate 
planning  advisors  should  find  this  revised 
format  very  helpful  in  assisting  you  to  solve 
your  estate  goals. 

A man’s  success  is  often  measured  by  the 
amount  he  can  borrow.  But,  when  he  dies, 
his  measure  of  success  is  now  the  amount 
his  widow  is  able  to  repay. 

To  reduce  the  unavoidable  costs  of  dying, 
why  not  consider  using  DISCOUNTED 
DOLLARS? 

You  have  the  right  to  know  in  terms  of 
dollar  bills: 

1)  what  the  cost  of  your  death  will  be, 

2)  what  the  remaining  value  of  your 
estate  will  be, 

3)  and  estate  planning  tools  that  you 

may  use  to  conserve  your  estate. 

Yes,  YOU  HAVE  A RIGHT  TO  KNOW  and 
the  Equitable  of  Iowa  Insurance  Company 
would  like  to  be  of  service  to  you. 

For  further  information,  write: 

Quentin  Oe  Saix  and  Associates 
Suite  316,  Security  Bidg. 

V 101  South  Main  Avenue 
fi  Sioux  Falls,  SD  57102 
(605)  336-3545 

EQUITABLE  OF  IOWA 


LABORATORY  AIDS 


AMYLASE  CREATININE  CLEARANCE 
IN  PANCREATITIS 

Amylase  is  still  the  mainstay  in  the  laboratory 
diagnosis  of  pancreatitis.  Unfortunately  marked 
elevations  in  the  serum  amylase  have  been  observed 
in  peptic  ulcers,  intestinal  infarctions,  perforated 
abdominal  viscus,  and  common  duct  stone.  These 
may  exist  without  pancreatitis.  What  is  more,  the 
amylase  may  decline  to  normal  levels  several  days 
after  an  attack  of  acute  pancreatitis.  Some  have  used 
the  urine  amylase  because  of  a somewhat  greater 


Sponsored  by  the  South  Dakota  Society  of  Pathologists 

sensitivity.  Recently,  it  has  been  noted  that  the 
renal  clearance  of  amylase  is  increased  during 
episodes  of  acute  pancreatitis.  With  the  use  of  the 
ratio  of  amylase  to  creatinine,  one  may  eliminate 
the  necessity  for  collecting  24  hour  urines  or  even 
shorter  interval  urine  collections.  Since  timed  urine 
collections  may  be  extremely  difficult  in  a patient 
who  is  dehydrated  and  very  ill,  the  ratio  of  the 
clearance  of  amylase  to  the  clearance  of  creatinine 
can  be  helpful.  The  result  is  expressed  as  a per- 
centage. It  can  be  simplified  in  the  following 
manner. 


Percent  Clearance  of  Amylase  = Urine  Amylase  Serum  Creatinine 

Clearance  of  Creatinine  Serum  Amylase  Urine  Creatinine 

Normal  patients  average  3%,  patients  with  pan- 
creatitis average  10%. 

REFERENCE 
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2.  Breuer,  RI,  Stalking  the  illusive  pancreas:  A CLINI- 
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John  F.  Barlow,  M.D. 
Pathologist 


Stairway-Elevator 


Phone  us  toll  free 
for  more  information 
1-800-952-3968 


Kreiser’s  Surgical,  Inc. 

1220  S.  Minn.  Ave. 

Sioux  Falls,  SD  57105 

PUTTING  PEOPLE  IN  MOTION 
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Problem  Solving  in  Diagnostics  and 
Therapeutics  of  Neurology 


A Series  of  24  Lectures 
Lecture  #21 

TREATMENT  OF  “COMPLAINTS” 


by 

George  C.  Flora,  M.D.* 


One  of  the  least-taught  facts  in  modern  medicine 
is  that  a large  proportion  of  the  patient  population 
has  no  pathology.  Few  texts  mention  that  patients 
entering  the  physician’s  office  have  a very  good 
chance  of  being  “healthy.”  It  is  taught  that  every 
“complaint”  has  pathological  significance,  and  if  it 
does  not  fit  a commonly  recognized  disease  entity, 
then  a “missed  rare  condition”  is  present.  Living  in 
fear  of  having  overlooked  a rare  disease,  is  the  way 
of  life  for  modern  medicine.  A life  of  insecurity 
and  unwarranted  concern  makes  the  laboratory 
wealthy,  the  patient  poor,  and  the  physician  anxious. 

One  of  the  happier  experiences  for  a physician 
comes  when  he  assumes  the  responsibility  of  an 
active  in-hospital  practice  of  70  beds,  makes  rounds, 
and  discovers  that  two-thirds  of  the  patients  are 
without  significant  pathology.  At  that  point,  it  is 
realized  that  treatment  for  “complaints”  rather  than 
for  “disease”  should  be  taught  in  medical  education. 
To  handle  patient  complaints,  which  are  without 
detectable  disease,  begins  by  posing  a question, 
“Why  are  you  here  now?”.  When  the  answer  to  that 
question  becomes  apparent,  then  the  treatment  of 
the  patient  becomes  simple. 

Many  patients  describe  complaints  of  long  dura- 
tion, complaints  seemingly  of  a medical  problem, 
but  it  is  only  “now”  that  he  or  she  consults  the 
physician.  The  reason  is  often  “discomfort”  and 
“no  other  place  to  turn”  and  they  know  of  no  other 
language  than  “medical  complaints”  to  speak  with 
an  interested  fellow  human,  the  physician,  whom 


* Professor  and  Chief  of  Neurology,  USD  School  of  Medi- 
cine, V.A.  Center,  Sioux  Falls,  SD  57105. 


they  look  to  for  help.  To  become  excited  about 
“tumors”  or  “degenerations”  in  a woman  whose 
complaints  arise  from  frustrations  of  living  or  fear 
of  dying  is  modern  medicine.  More  “headaches” 
occur  from  overly  responsible  humans,  who  know 
the  “right”  life  style  for  offsprings,  spouses,  friends, 
and  colleagues  but  who  are  frustrated  in  its  ac- 
complishment than  from  any  pathology  of  the  brain. 
More  “belly  aches”  occur  from  unexpressed  and 
continuing  anger  with  offsprings,  spouses,  relatives, 
bosses,  and  “friends”  than  from  ulcerations  or  car- 
cinomas. More  “new  lumps”  occur  from  fear  of 
aging,  death,  and  disese,  than  from  carcinoma. 
In  handling  “complaints,”  the  physician  often  feels 
it  demeaning  to  handle  anything  like  “complaints” 
unless  they  are  “bona  fide  100%  pathology.”  To  get 
acquainted  with  another  “hurting  human”  rather 
than  to  make  a diagnosis  is  threatening,  because  he 
is  taught  only  in  the  realm  of  disease.  “Bring  me 
my  ‘tumors,’  these  ‘crocks’  are  impossible.” 

The  patient,  who  has  heard  of  the  “kind  and 
helpful  physician,”  who  comes  hoping  for  help  with 
her  problems  of  poorly  handled  normal  emotions  of 
anger  and  fear,  often  finds  that  after  her  case  is 
completely  “worked  up”  and  no  disease  is  found, 
she  has  been  directed  to  “psychology  and  psychia- 
try.” The  referral  tells  her  she  has  “mental  disease” 
or  “mental  instability,”  when  in  fact,  she  has  neither. 
A bit  of  listening  to  the  “complaint,”  a bit  less 
“work-up”  and  simple  counseling  to:  1)  leave  yes- 
terday’s anger  behind,  2)  fear  nothing  that’s  not 
endangering  you  now,  and  3)  recognize  you  can 
only  be  responsible  for  yourself,  makes  “medical 
treatment”  useful  to  patients  and  rewarding  to 
physicians. 
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SOUTH  DAKOTA 
CHAPTER 
NEWS 

SOUTH  DAKOTA  ACADEMY  OF  FAMILY  PHYSICIANS 
3001  South  Holly  Avenue 
Sioux  Falls,  SD  57105 


PLIP 

(PROFESSIONAL  LIABILITY 
INFORMATION  PROGRAM) 


Eleven  Ways  to  Minimize  the  Risk  of 
Professional  Liability  Suits 

Most  physicians  don’t  malpractice.  The  major  monies  that  are 
paid  out  are  to  patients  dissatisfied  with  results  of  therapy  or  for 
permanent  minor  or  major  injuries  received  during  the  course  of 
medical  therapy. 

Many  “malpractice”  suits  against  physicians  have  been  initiated  by 
patients  improperly  informed  concerning  the  procedures  to  be  carried 
out  or  the  risks  involved.  Secondly,  they  have  been  brought  because 
once  the  patient  develops  a complication  the  physician  appears  to  be 
less  honest  and  acts  in  a secretive  and  “guilty”  manner  suggesting  to 
the  patient  that  the  doctor  is  at  fault.  Thirdly,  complications  arise 
because  physicians  undertake  procedures  beyond  their  competence  and 
also,  once  having  a complication,  hesitate  to  get  early  and  adequate 
consultation. 

Similarly,  claims  have  been  settled  and  suits  lost  even  when  no 
negligence  occurred  because  advice  concerning  or  recognition  of 
patient  problems  was  not  documented  in  the  medical  record. 

Other  suits  have  been  initiated  by  patients  who  have  had  complica- 
tions or  untoward  incidents  and  who  were  later  turned  over  to  col- 
lection for  a small  residual  bill. 

What  are  the  things  an  individual  physician  can  do  to  decrease  his 
risks  of  professional  liability  claims  and  suits?  Here  are  eleven  ways 
to  avoid  suits: 

ONE:  Know  Your  Abilities 

Know  your  abilities  and  stay  within  your  capabilities  with  willingness 
to  refer  or  consult  early  and  when  needed. 

TWO:  Involve  the  Patient 

Involve  the  patient  in  treatment  decisions,  with  adequate  explanation 
of  risks  and  possible  complications.  Avoid  developing  parent-child 
relationships  with  patients.  Don’t  accept  “You’re  the  doctor,  do  what 
you  think  best.”  Such  patients  are  escaping  and  want  your  omnipotent 
cure,  but  if  things  don’t  go  well  they  also  want  you  to  have  all  the 
blame. 

THREE:  Second  Opinion 

Give  all  patients  having  major  surgery  or  serious  diseases  the  op- 
portunity of  a second  opinion  and  document  it  in  the  record.  With 
any  medical  high-risk  procedure  or  unusual  procedure,  i.e.  hys- 
terectomy in  a woman  who  wants  children,  insist  on  a second  opinion. 

FOUR:  Be  Completely  Honest 

If  your  patient  develops  complications  or  if  there  are  untoward  events, 
be  completely  honest,  be  aggressive  in  management  and  get  early  con- 
sultation, if  indicated.  Likewise,  keep  good  records  of  the  events  and 
your  advice  to  the  patient  and  family. 

FIVE:  Participate  in  CME 

Participate  in  continuing  medical  education  because  a significant  per- 
centage of  suits  have  been  for  misdiagnosis  or  failure  to  use  a recent 
acceptable  new  form  of  therapy  or  diagnostic  procedure. 

SIX:  Keep  Thoughts  Private 

Keep  your  thoughts  private  concerning  other  physicians’  capabilities 
or  adequacy  to  manage  a case.  Especially  don’t  discuss  such  cases  at 
social  affairs.  Likewise,  making  a judgment  as  to  whether  some  un- 
toward event  was  malpractice,  based  upon  inadequate  hearsay  evi- 
dence in  the  doctors’  lounge,  is  a disservice  to  your  colleagues  as  well 
as  yourself.  Any  discussion  held  on  such  a topic  should  be  considered 
in  a positive  way  instead  of  a negative  one.  Discussion  of  other  phy- 
sicians’ capabilities  should  be  held  only  under  appropriate  circum- 
stances. 


SEVEN:  Confront  Disgruntled  Patient 

If  you  feel  that  a patient  is  disgruntled,  confront  him  as  soon  as 
possible  and  discuss  the  apparent  concerns.  Try  to  settle  differences  as 
reasonably  as  possible.  This  will  usually  defuse  the  problem. 

EIGHT:  Beware  of  Doctor  Shoppers 

Patients  who  talk  down  every  physician  they  have  seen  prior  to  you 
will  probably  put  you  in  that  same  grouping  in  the  near  future.  Be 
wary  of  “doctor  shoppers.”  Encourage  good  doctor-patient  relation- 
ships. 

NINE:  Notify  Carrier  Early 

If  you  feel  that  an  untoward  incident  or  event  is  likely  to  cause  a 
claim  or  suit  notify  your  insurance  carrier  early.  Sometimes  their  early 
intervention  can  head  off  an  escalating  chain  of  events  and  settle  a 
problem  with  minimal  expenditure  of  time  and  money.  Insurance 
companies  are  doing  more  aggressive  claims  management,  but  to  be 
most  effective  you  need  to  notify  them  early. 

TEN:  Serve  as  Patient  Advocate 

If  your  patient  has  an  untoward  incident,  such  as  an  injury  caused  by 
falling  out  of  bed,  serve  as  his  advocate  and  approach  the  problem 
aggressively  with  the  hospital  administration  to  be  sure  the  patient  is 
cared  for  and  financial  differences  settled  before  he  leaves  the  institu- 
tion. 

ELEVEN : Establish  "Incident  Committee” 

Encourage  your  hospital  to  establish  an  “incident/maloccurrence  com- 
mittee” from  among  the  hospital  medical  staff  to  investigate  all  in- 
cidents and  maloccurrences  to  make  sure  that  the  patient  is  helped  in 
the  most  aggressive,  concerned  and  sympathetic  manner  and  to  prevent 
similar  occurrences  in  the  future. 

FIN  ALLY , There  is  no  substitute  for  care  with  caring.  An  honest,  con- 
cerned, sympathetic  attitude  is  your  number  one  preventive  measure — 
develop  it. 

This  document  was  produced  under  auspices  of  the  Ad  Hoc  Task 
Force  on  Professional  Liability  (Holger  Rasmussen,  M.D.,  Chairman) 
and  the  Public  Relations  Committee  (John  S.  Derryberry,  M.D., 
Chairman)  of  the  American  Academy  of  Family  Physicians. 

American  Academy  of  Family  Physicians 
1740  West  92nd  Street,  Kansas  City,  Missouri  64114 


CME  Form  102 

Education  Chairman  Bruce  Lushbough  of  Brookings  re- 
quests that  all  South  Dakota  CME  courses,  desired  for 
credit,  be  directed  to  him  at:  Brookings  Clinic,  Brookings, 
SD  57006.  He  has  the  proper  forms  (102)  that  must  be 
completed  in  the  application  process  to  get  your  program 
accredited  through  AAFP.  This  does  not  apply  to  individual 
problems  but  to  proposed  program  sponsors  (eg.  VA  series, 
local  meetings,  district  meetings  etc.) 
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This  Is  Your 

Medical  Association 


Paul  K.  Aspaas,  Jr.,  M.D.  has 
joined  Warren  L.  Jones,  M.D., 
W.  O.  Rossing,  M.D.  and  Thom- 
as Burkhart,  M.D.,  Sioux  Falls, 
in  the  practice  of  internal  medi- 
cine. Dr.  Aspaas  is  a graduate  of 
the  USD  School  of  Medicine  and 
Harvard  Medical  School.  He 
served  his  internship  and  resi- 
dency at  Parkland  Memorial  Hos- 
pital, Dallas,  Texas. 

* * * * 

Programs  presented  to  the  mem- 
bers of  the  Aberdeen  District 
Medical  Society  include  one  on 
Vasodilators  in  Cardiac  Failure 
by  Waheeb  Sahibzada,  M.D.  and 
one  on  Criteria  for  Surgery  for 
Coronary  Disease  by  Robert 
Talley,  M.D.,  Sioux  Falls. 

* * * * 

Thomas  G.  Bunker,  M.D.  has  re- 
turned to  Aberdeen  after  a three 
year  absence.  He  is  associated 
with  Dr.  Winston  Odland  in  the 

practice  of  otolaryngology.  Dr. 
Bunker  is  a graduate  of  Temple 
University  Medical  School,  in- 
terned at  Charles  T.  Miller  Hos- 
pital, St.  Paul,  Minnesota  and 
served  residencies  in  St.  Paul  and 
at  Temple  University  Hospital. 
For  the  past  three  years  he  has 
served  on  the  medical  school 
faculty  at  the  University  of  Min- 
nesota and  was  associated  with 
the  Geisinger  Medical  Center, 
Danville,  Pennsylvania. 

* * * * 

Charles  Hollerman,  M.D.,  Yank- 
ton, presented  a program  on  As- 
symptomatic  Proteinuria  to  the 
members  of  the  Yankton  District 
Medical  Society. 


Paul  Leon,  M.D.  announced  the 
association  of  Ismael  Unite,  M.D. 
in  the  practice  of  radiology  in 
Aberdeen.  Dr.  Unite  is  a graduate 
of  Southwestern  University,  Ma- 
nila, Philippines,  he  interned  at 
Deaconess  Hospital,  Detroit  and 
served  his  residency  at  Deaconess 
Hospital,  Milwaukee. 

* * * * 

G.  E.  Tracy,  M.D.,  Watertown, 
gave  the  graduation  address  at 
the  ninth  annual  summer  gradua- 
tion of  the  Lake  Area  Vocational 
Technical  Institute  in  Water- 
town. 

* * * * 

The  BAZAAR  Magazine  pub- 
lished an  article  entitled,  “Anti- 
Acne  Guide”  in  its  July  issue  and 
quoted  studies  performed  by 
Dennis  Knutson,  M.D.,  a practic- 
ing dermatologist  in  Sioux  Falls. 

* * * * 


YOUR 

CONTRIBUTION 
TO  THE 

SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT 
FUND 
IS  NEEDED 


Drs.  R.  E.  Gunnarson  and  C.  A. 
Groote  announced  the  associa- 
tion of  William  G.  Sybesma, 
M.D.  in  the  practice  of  ear,  nose 
and  throat  in  Sioux  Falls.  Dr. 
Sybesma  is  a graduate  of  the 
University  of  Iowa  School  of 
Medicine  and  took  his  residency 
training  at  Huntington  Memorial 
Hospital,  Pasadena,  California, 
and  Wadsworth  V.A.  Hospital, 
West  Los  Angeles,  California. 

* * * * 

Paul  Wright,  M.D.  has  opened 
an  office  for  the  practice  of 
ophthalmology  in  Rapid  City.  Dr. 
Wright  is  a graduate  of  the  Uni- 
versity of  South  Dakota  School  of 
Medicine  and  received  his  M.D. 
degree  from  Northwestern  Uni- 
versity, Chicago.  He  received  his 
postgraduate  training  at  St.  Paul- 
Ramsey  County  Hospital,  St. 
Paul,  Minnesota,  and  the  Uni- 
versity of  Oklahoma  Health 
Sciences  Center,  Oklahoma  City, 
Oklahoma. 

* * * * 

Drs.  Hoskins,  Hartzell  and  Geh- 
ring  have  announced  the  as- 
sociation of  R.  C.  Johnson,  M.D. 
in  the  practice  of  urology  in 
Sioux  Falls.  Dr.  Johnson  is  a 
graduate  of  the  University  of 
South  Dakota  School  of  Medi- 
cine and  received  his  M.D.  de- 
gree from  Boston  University.  He 
recently  completed  his  urology 
residency  at  University  Hospital, 
Boston,  Massachusetts. 
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CLINICOPATHOLOGICAL  CONFERENCE 

From  the  Intern  and  Resident  Teaching  Conferences  at  the  Sioux  Valley  Hospital,  conducted  by 
the  Department  of  Pathology  of  the  Hospital  and  of  the  School  of  Medicine 
of  the  University  of  South  Dakota 


SIXTY-FIVE  YEAR  OLD  CAUCASIAN  MALE 
WITH  FEVER  AND  CHEST  PAIN  FOR  8-10  DAYS 


John  Malm,  M.D.* 

Discusser 


John  F.  Barlow,  M.D.,  FCAP** 

Pathologist — Editor 


CASE:  M708-303 

This  65-year-old  Caucasian  male  was  transferred  to  Sioux 
Valley  Hospital  because  of  chest  pain. 

Approximately  8-10  days  prior  to  admission,  the  patient 
developed  chills,  fever,  and  pain  in  the  right  chest  on 
respiration.  There  was  a pulmonic  infiltrate  in  the  lower 
lobe  as  well  as  pleural  effusion  on  the  right  on  the  x-ray. 
Over  a period  of  several  days,  the  patient  developed  in- 
creasing pain,  increasing  pleural  effusion  on  the  right,  and 
increasing  shortness  of  breath.  Two  days  prior  to  transfer, 
the  patient  had  mild  hemoptysis  with  spitting  of  bright 
red  blood.  During  his  hospital  course,  the  patient’s  tempera- 
ture ranged  from  101-102°F.  No  sputum  culture  had  been 
obtained.  The  patient  gave  no  previous  history  of  heart 
disease,  history  of  angina,  shortness  of  breath,  or  other 
serious  illnesses  or  hospitalizations  prior  to  the  present 
episode. 

PHYSICAL  EXAMINATION:  The  patient  was  a slightly 
cyanotic  dyspneic  male  appearing  ill  with  labored  respira- 
tions. Pulse  112/min,  respirations  28-32/minute  and 
labored,  blood  pressure  98  systolic  and  68  diastolic,  height 
5'11",  weight  211  lbs.  The  trachea  was  not  deviated.  The 
neck  veins  were  not  distended.  There  was  no  jaundice  of 
the  sclerae.  Examination  otherwise  of  the  ears,  nose  and 
throat  was  unremarkable.  Examination  of  the  chest  revealed 
coarse  rales  at  the  right  base  with  dullness  to  percussion. 
Examination  of  the  left  lung  was  unremarkable.  Examina- 
tion of  the  heart  revealed  a prediastolic  gallop  with  splitting 
of  the  second  sound.  There  were  no  murmurs  and  the 
rhythm  was  regular.  Examination  of  the  abdomen  revealed 
no  palpable  organs,  masses  or  tenderness.  Rectal  examina- 
tion was  negative.  There  was  no  peripheral  edema  and  no 
calf  tenderness.  There  was  no  heat  or  redness  in  the  calves 
or  positive  Homan's  sign.  Neurologic  examination  was 
within  normal  limits. 


* Resident  in  Family  and  Community  Medicine,  Sioux 
Falls,  SD. 

**Pathologist,  Laboratory  of  Clinical  Medicine  and  Sioux 
Valley  Hospital;  Professor  of  Pathology,  School  of  Medi- 
cine, University  of  South  Dakota. 

Supported  in  part  by  Clinical  Cancer  Training  Grant  T12  CA  08032 
from  the  National  Cancer  Institute  of  the  National  Institute  of  Health 
U.S.  Public  Health  Service. 


LABORATORY  DATA:  Urinalysis  - yellow,  turbid,  spe- 
cific gravity  1.026,  pH  5.0,  1+  proteinuria,  negative  for 
glucose,  ketone  bodies,  bile,  and  hemoglobin,  sediment 
0-1  wbc/hpf,  0-1  rbc/hpf,  no  casts,  small  amount  of 
bacteria.  Hemoglobin  15.9  gms/dl,  red  count  5.31  mil- 
lion/mm3, hematocrit  46  vols/dl,  mean  corpuscular 
hemoglobin  31  micromicrograms,  mean  corpuscular  volume 
87  cubic  micra,  mean  corpuscular  hemoglobin  concentration 
35%,  total  leukocyte  count  19,600/mm:t  with  81%  seg- 
mented neutrophils,  1%  neutrophilic  bands,  18%  lympho- 
cytes. The  red  cells  showed  slight  anisocytosis  and  slight 
polychromasia.  The  platelets  appeared  slightly  decreased  in 
number  with  enlarged  forms.  A zetacrit  was  70%  (normal 
40-54%).  pH  7.53,  pC02  29  torr,  CO.,  content  25  meq/L, 
pO.,  54  torr,  02  saturation  88%,  sodium  144  meq/L, 
potassium  3.9  meq/L,  and  chloride  93  meq/L.  BUN  39 
mgs/dl,  creatinine  1.3  mgs/dl,  lactic  dehydrogenase  greater 
than  600  units/L  (normal  up  to  370  units/L),  alkaline 
phosphatase  153  units/L  (normal  up  to  115  units/L), 
aspartate  aminotransferase  (SGOT),  total  bilirubin,  calcium, 
total  protein,  inorganic  phosphorus,  glucose,  uric  acid  and 
cholesterol  were  within  normal  limits.  Partial  thromboplastin 
time  32.0  seconds  with  a control  of  32.0  seconds,  amylase 
69  units  (normal  45-200  units),  creatine  phosphokinase 
(CPK)  135  units  (normal  10-120  units),  lactic  dehydrogenase 
(LDH)  fractionation  - all  fractions  elevated,  creatine 
phosphokinase  fractionation  - no  MB  band  demonstrated. 
Urine  culture  - no  growth  in  48  hours,  sputum  culture, 
abundant  serratia  marcescens  resistant  to  ampicillin, 
cephalothin,  colistin  and  tetracycline  and  sensitive  to  car- 
benicillin,  chloramphenicol,  gentamicin  and  kanamycin. 
Electrocardiogram  compared  to  a normal  cardiogram  in 
1969  showed  sinus  tachycardia,  low  voltage,  and  non- 
specific ST  and  T wave  changes  with  ischemia.  Repeat 
electrocardiogram  showed  sinus  tachycardia  with  poor  R 
wave  progression  in  the  percordium.  Two  and  one-half 
weeks  after  admission,  the  patient  had  sinus  tachycardia 
with  abnormal  Q waves  and  premature  atrial  contractions. 
Abnormal  Q waves  appeared  in  Leads  III  and  AVF  and 
there  was  a QS  in  V2. 

X-RAYS:  Outside  films  revealed  multiple  peripheral  wedge 
shaped  areas  of  consolidation  at  the  right  and  left  base. 
There  was  probable  fluid  on  the  right.  This  was  confirmed 
by  a right  lateral  decubitus  but  most  of  the  density  in  the 
right  hemithorax  was  due  to  wedge  shaped  consolidation. 
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The  cardiac  silhouette  was  of  borderline  size  with  left 
ventricular  predominance.  He  was  transferred  to  Sioux 
Valley  Hospital  and  other  diagnostic  procedures  were 
performed. 

DR.  JOHN  MALM:  From  the  first  paragraph  of 
the  history,  one  would  consider  pneumonia.  The 
development  of  hemoptysis  is  not  incompatable 
with  pneumonia  but  he  apparently  responded  poorly 
to  antibiotic  therapy.  One  should  consider  unusual 
pneumonias  such  as  those  caused  by  gram  negative 
bacteria  or  mycoplasma.  There  is  no  suggestion  of 
tuberculosis  in  the  patient’s  history.  There  is  no 
history  of  smoking  to  arouse  suspicion  of  a pulmo- 
nary neoplasm.  There  is  also  no  history  of  exposure 
to  fungus  disease  by  travel  out  of  this  area.  Since 
the  patient  had  dyspnea,  chest  pain,  pleural  effusion 
and  hemoptysis,  one  must  strongly  consider  pul- 
monary infarction.  The  low  grade  fever  manifested 
by  the  patient  certainly  would  be  consistent  with 
pulmonary  infarction.  In  the  physical  examination, 
the  patient  had  coarse  rales  at  the  right  base  with 
dullness  to  percussion.  This  would  be  consistent  with 
pneumonia  or  pulmonary  infarction.  The  splitting  of 
the  second  sound  can  be  seen  in  pulmonary 
embolism  because  of  the  accentuation  of  the  P2. 
The  absence  of  any  findings  suggesting  peripheral 
thrombophlebitis  in  the  legs  is  significant.  It  is  true 
that  over  90%  of  pulmonary  emboli  originate  from 
thrombi  in  leg  veins.  However,  at  least  half  of  the 
patients  who  develop  pulmonary  emboli  from  leg 
vein  thrombosis  have  no  obvious  clinical  symptoms 
or  signs  relative  to  the  lower  extremities.  I would 
at  this  time  point  out  that  the  patient  has  no  sug- 
gestion of  a malignancy  which  could  predispose  to 
peripheral  thrombosis  and  pulmonary  embolism. 

Significant  laboratory  findings  include  1 + 
proteinuria,  a white  count  of  19,600/mm3  with 
81%  segmented  neutrophils  and  a markedly  elevated 
zetacrit.  The  arterial  blood  gases  are  quite  abnormal 
with  a respiratory  alkalosis  as  demonstrated  by  a 
pH  of  7.53  and  a PCO2  of  29  torr.  The  patient  was 
hypoxic  with  P02  of  54  torr  and  an  02  saturation 
of  88%.  The  blood  urea  nitrogen  and  creatinine 
values  are  mildly  elevated.  The  lactic  dehydrogenase 
(LDH)  is  markedly  elevated  and  there  is  mild 
elevation  of  the  alkaline  phosphatase.  Although 
there  is  mild  elevation  of  the  creatine  phosphokinase 
(CPK)  there  was  no  MB  band  demonstrated.  The 
latter  would  have  suggested  myocardial  damage. 
Abundant  serratia  marcescens  was  cultured  from  the 
sputum.  This  organism  can  certainly  cause  a drug 
resistant  pneumonia.  Therefore,  one  cannot  exclude 
the  whole  process  being  due  to  a pneumonia  re- 
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sistant  to  the  patient’s  antimicrobial  therapy. 

However,  there  is  no  reason  that  he  could  not 
have  developed  a secondary  pneumonia  in  addition 
to  the  primary  problem  of  pulmonary  infarction. 
Turning  for  a minute  to  the  abnormal  enzyme 
values,  there  is  a marked  elevation  of  the  LDH  with 
a normal  transaminase  and  not  significantly  ab- 
normal CPK.  This  pattern  could  be  seen  in  the 
second  or  third  week  after  a myocardial  infarction 
but  is  also  a pattern  frequently  described  in  pul- 
monary infarction.  The  abnormal  arterial  blood 
gases  certainly  could  fit  the  diagnosis  of  pulmonary 
infarction.  The  elevated  zetacrit  could  be  seen  in 
either  pulmonary  infection  or  infarction  and  is  of 
little  value  in  the  differential  diagnosis. 

Dr.  Henrickson  would  you  show  us  the  x-rays? 
*DR.  L.  A.  HENRICKSON:  Very  few  films  in 
radiology  are  classical  but  this  is  close.  The  admis- 
sion chest  film  shows  multiple  wedge  shaped 
peripheral  densities.  In  this  case  they  are  bilateral 
but  they  are  most  obvious  on  the  right  side  (Fig.  1) 
Decubitus  films  show  minimal  pleural  fluid  in  con- 
junction with  these  shadows.  When  one  sees  these 
multiple  wedge-shaped  peripheral  densities,  there  are 
only  two  likely  possibilities.  One  is  multiple  pul- 
monary emboli  with  infarction  and  the  second  is 
eosinophilic  pneumonia.  The  heart  is  not  enlarged 
but  appears  to  be  so  because  this  is  a supine  film 
and  there  is  superimposition  of  a large  hiatus  hernia 
sac  at  the  left  base  (Fig.  1).  The  heart  is  actually 
within  normal  limits  taking  into  consideration  the 
portable  technique  of  the  film.  There  may  also  be 
diminished  vascularity  of  the  left  lung  and  perhaps 
the  right  lower  lobe,  a finding  suggestive  of  pul- 
monary embolism. 


Figure  1 

Peripheral  wedge  shaped  densities  in  right  lung  field  with 
rounded  medial  contour  typical  of  pulmonary  embolism. 

DR.  MALM:  I would  like  to  mention  a few  words 
about  the  electrocardiograms.  The  changes  seen 
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could  be  interpreted  as  myocardial  infarction,  but 
could  also  be  seen  with  pulmonary  embolism  with 
pulmonary  infarction.  Major  changes  seen  with 
pulmonary  embolism  are  a Q wave  with  S-T  wave 
elevation  in  lead  III  associated  with  an  increasing 
S wave  in  lead  I.  This  pattern  can  be  distinguished 
from  an  inferior  myocardial  infarction  in  that  in 
the  infarctions  of  the  myocardium  lead  II  usually 
follows  lead  III.  In  a pulmonary  embolism  or  an 
acute  cor  pulmonale,  you  get  a typical  pattern  of 
lead  II  following  lead  I.  If  during  your  interpreta- 
tion, you  find  that  you  diagnose  inferior  myocardial 
infarction  in  the  limb  leads  but  an  anterior  myo- 
cardial infarction  in  the  chest  leads,  you  should 
consider  pulmonary  embolism  or  pulmonary  infarc- 
tion. Dr.  Talley,  would  you  comment  on  the 
electrocardiograms? 

*DR.  ROBERT  C.  TALLEY:  I feel  that  the  elec- 
trocardiograms in  this  case  are  quite  compatible 
with  acquired  pulmonary  hypertension  or  right  heart 
strain.  If  one  reviews  the  initial  electrocardiogram 
taken  on  our  patient’s  admission  at  the  referring 
hospital,  you  will  note  that  there  is  a normal  axis 
in  the  frontal  plane  and  that  the  progression  of  the 
QRS  complex  in  the  precordial  leads,  that  is,  V-l 
to  V-6,  is  normal.  It  starts  out  with  a small  R 
wave  and  a large  S wave  in  V-l,  and  progresses  until 
at  V-6  we  have  almost  all  R wave.  If  you  view  the 
series  of  electrocardiograms  taken  since  that  time, 
you  will  notice  that  the  frontal  plane  axis  has  shifted 
to  the  right,  causing  a right  axis  deviation.  (Note 
the  extent  of  the  S wave  in  lead  I).  You  will  further 
note  that  in  the  precordial  leads,  the  normal  progres- 
sion of  the  R wave  is  quite  a bit  smaller  than  it  was 
previously  and  we  are  left  with  an  S wave  of  con- 
siderable size  in  V-5  and  V-6.  In  the  adult  who 
acquires  pulmonary  hypertension  or  right  heart 
strain  due  to  acute  pulmonary  embolism,  hypoxia, 
or  primary  pulmonary  hypertension,  there  is  a ro- 
tation of  the  frontal  plane  loop  to  the  right  and, 
therefore,  the  frontal  QRS  axis  to  the  right.  Even 
more  diagnostic,  however,  is  the  rotation  of  the 
transverse  loop,  that  is,  the  loop  represented  by 
precordial  leads,  posteriorly  and  to  the  right. 

Figure  2 shows  a normal  transverse  plane  loop 
along  with  a normal  V-l  and  V-6.  Note  that  the 
loop  begins  by  coming  anterior  to  the  right  a small 
degree  and  then  sweeps  to  the  left  and  somewhat 
posterior  lying  in  the  main  in  the  left  posterior 
quadrant.  If  we  insert  V-l  and  V-6  precordial  leads 
as  has  been  done  in  Figure  2,  we  see  an  initial 
small  R wave  and  then  a large  S in  the  right  pre- 
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cordial  lead  (V-l),  and  a large  R wave  without 
any  S wave  in  the  left  precordial  leads. 


Posterior 


Figure  2 


Posterior 


Right 


mm 

intend 


Figure  3 


Left 


With  right  heart  strain,  the  transverse  loop  ro- 
tates posteriorly  and  to  the  right  as  seen  in  Figure  3. 
Note  that  in  Figure  3,  a portion  of  the  loop  lies 
in  the  right  posterior  quadrant.  If  we  examine  the 
precordial  leads,  V-l  and  V-6,  after  such  a rotation, 
we  again  see  a small  R and  a large  S wave  in  the 
right  precordial  leads,  V-l  and  V-2.  However,  there 
has  now  appeared  a rather  substantial  S wave  in 
V-5  and  V-6  (equal  to  or  greater  than  the  R wave 
in  the  same  lead).  This  type  of  “acquired  RVH”  is 
seen  in  many  causes  of  pulmonary  hypertension,  in- 
cluding mitral  stenosis,  as  well  as  in  pulmonary 
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embolism.  Note  that  as  the  loop  in  the  transverse 
plane  rotates  to  the  right  and  posterior,  there  may 
be  much  less  initial  anterior  component  of  the  loop. 
This  frequently  will  produce  a QS  pattern  in  V-l 
and  V-2,  and  should  not  be  interpreted  as  anterior 
or  anterior  septal  myocardial  infarction. 

DR.  MALM:  The  next  study  that  I would  have 
ordered  would  be  a ventilation  perfusion  scan,  do 
we  have  one? 

DR.  BARLOW:  The  ventilation  scan  was  difficult 
to  perform  in  this  patient  but  was  performed  by 
having  the  patient  inhale  radioxenon.  Although  the 
patient  was  very  ill,  you  can  see  (Fig.  4)  that  there 
is  uniform  ventilation  in  both  lung  fields.  The  per- 
fusion scan,  however,  shows  markedly  decreased 
perfusion  to  the  right  lower  lobe  and  some  decreased 
perfusion  to  a portion  of  the  left  lower  lobe.  The 
presence  of  a normal  ventilation  scan  with  these 
perfusion  defects  is  certainly  highly  suggestive  of 
pulmonary  embolism. 
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Figure  4 

Upper  row — uniform  bilateral  ventilation.  Lower  row — 
markedly  diminished  perfusion  particularly  on  right.  With 
normal  ventilation  scan,  this  strongly  suggests  pulmonary 
embolism. 

DR.  MALM:  I might  have  suggested  that  a Swan- 
Ganz  be  passed  on  this  patient  and  I might  also 
have  done  a pleural  tap  to  examine  the  pleural  fluid. 
Certainly  after  having  passed  the  Swan-Ganz  cathe- 
ter, a pulmonary  angiogram  would  have  certainly 
told  us  whether  the  patient  had  pulmonary  em- 
bolism. If  this  were  very  severe,  I suppose  pul- 
monary embolectomy  could  have  been  considered 
but  many  feel  this  procedure  should  be  performed 
only  in  rare  instances. 

I should  note  at  this  point  that  the  prognosis  of 
patients  with  a pulmonary  infarction  is  not  bad,  if 
they  survive  the  immediate  insult.  Approximately 
three  fourths  of  patients  who  suffer  a massive  pul- 
monary embolism  will  die  within  the  first  two  hours. 


Often  the  chest  x-ray  in  pulmonary  embolism  is 
normal.  About  one  third  of  the  patients  will  have 
typical  wedge-shaped  densities  and  another  third 
may  have  an  abnormal  infiltrate  which  can  be 
transient.  I would  like  to  see  a pulmonary  angio- 
gram, if  you  did  one. 

DR.  HENRICKSON:  The  catheter  was  passed 
transvenously  into  the  right  ventricle  and  then  out 
the  pulmonary  outflow  tract  into  the  pulmonary 
artery.  The  dye  was  injected  and  on  this  film,  (Fig. 
5)  you  can  see  massive  filling  defects  which  prob- 
ably represents  clots  obstructing  the  right  main  pul- 
monary artery.  It  is  harder  to  see  the  finding  but 
this  film  also  demonstrates  marked  decreased  pul- 
monary perfusion  with  decreased  vascular  markings 
in  the  right  lower  lung  field  as  compared  to  the 
right  upper  lung  field.  The  study  also  demonstrates 
a thrombus  in  an  artery  supplying  the  left  lower 
lobe.  The  study  is  diagnostic  of  pulmonary 
embolism. 


Figure  5 

Pulmonary  angiogram — filling  defects  in  right  pulmonary 
artery  and  lack  of  perfusion  to  right  lower  lung  field 
diagnostic  of  pulmonary  embolism. 


The  indications  for  pulmonary  angiogram  are 
relatively  few.  In  most  cases,  the  clinical  findings 
and  the  use  of  the  ventilation-perfusion  scans  will 
establish  the  diagnosis.  However,  in  patients  where 
the  ventilation  perfusion  scan  is  not  classic  and  in 
those  patients  where  you  are  hesitant  to  give  anti- 
coagulation, 1 believe  a pulmonary  angiogram  is 
indicated.  Certainly  patients  who  are  immediately 
postoperative  or  who  have  had  a past  history  of 
gastrointestinal  bleeding  should  have  a pulmonary 
angiogram  before  they  receive  anticoagulation 
therapy.  Patients  who  have  had  a recent  cerebral 
vascular  accident  could  also  fall  into  this  category. 
The  other  major  indication  for  a pulmonary  angio- 
gram in  the  diagnosis  of  pulmonary  embolism  is 
in  those  patients  in  whom  you  are  considering  the 
performance  of  vena  cava  interruption  or  pulmo- 
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nary  embolectomy.  The  pulmonary  angiogram  should 
be  performed  in  these  patients  before  these  pro- 
cedures are  undertaken. 

In  performing  the  pulmonary  angiogram  you  can 
either  pass  the  catheter  transvenously  through  a vein 
in  the  arm  or  a vein  in  the  leg.  I prefer  to  pass 
the  catheter  through  a leg  vein  because  it  is  easier 
to  pass  the  catheter  into  the  pulmonary  artery.  There 
are  guided  catheters  which  are  easier  to  pass  into 
the  right  or  the  left  main  pulmonary  arteries  or  even 
segmental  pulmonary  arteries  with  relative  ease.  If 
you  suspect  that  the  patient  has  thrombi  in  the  iliac 
vein  or  vena  cava  you  can  make  an  injection  of  dye 
first  to  confirm  this  possibility  so  that  the  thrombi 
will  not  be  dislodged.  If  there  are  thrombi,  you 
may  stop  at  this  point  and  enter  an  arm  vein. 

There  are  two  countraindications  to  pulmonary 
angiography.  One  is  a recent  myocardial  infarction 
and  the  second  is  that  the  patient  has  had  a known 
allergic  reaction  to  contrast  material. 

DR.  MALM:  Do  you  cut  down  on  the  femoral 
vein  when  you  do  this  procedure? 

DR.  HENRICKSON:  No,  I just  use  a percutaneous 
puncture.  I should  mention  that  there  are  balloon 
tipped  catheters  which  can  be  passed  into  the  pul- 
monary artery  similar  to  a Swan  Ganz  so  you  can 
make  one  injection  in  the  intensive  care  unit  and 
make  a diagnosis.  One  can  inject  30  ml  quickly 
and  this  is  very  useful  in  critical  cases. 

Dr.  John  Malm’s  Diagnoses 

Pulmonary  Embolism  and  Pulmonary  Infarction 

*DR.  V.  K.  CUTSHALL:  I want  to  congratulate 
you  on  your  discussion.  For  the  first  few  days  after 
this  man  came  in,  there  were  a few  problems. 
However,  our  initial  impression  was  indeed  that 
the  patient  had  had  pulmonary  embolism  with 
pulmonary  infarction.  He  was  treated  with  large 
doses  of  heparin  on  an  hourly  basis  intravenously 
in  a dose  of  1800  units/hour.  A major  diagnostic 
problem  was  determining  whether  the  patient  had 
had  a myocardial  infarct  or  had  had  some  myo- 
cardial disease  with  an  element  of  congestive  heart 
failure.  Because  of  the  possibility  of  a myocardial 
infarction  complicating  his  pulmonary  embolism 
and  pulmonary  infarction,  we  did  pass  a Swan  Ganz 
catheter.  Dr.  Talley  passed  the  Swan  Ganz  catheter 
through  the  jugular  vein. 
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The  pressures  were  as  follows  in  mm  of  Hg: 
right  ventricle  = 60  systolic,  2 diastolic;  main  pul- 
monary artery  = 60  systolic,  24  diastolic  (mean 
20);  distal  pulmonary  artery  = 20  systolic,  10 
diastolic  (mean  17);  pulmonary  wedge  pressure  = 4. 
With  these  findings  we  thought  that  the  problem 
was  not  left  ventricular  failure  but  due  to  pulmonary 
hypertension  secondary  to  pulmonary  embolism. 
The  pulmonary  angiogram  was,  of  course,  diagnostic 
of  pulmonary  infarction.  What  would  you  have  done 
now? 

DR.  MALM:  Since  the  patient  was  already  on 
anticoagulation,  I would  think  that  the  main  prob- 
lem would  be  in  evaluating  procedures  that  would 
prevent  further  embolization  and  in  evaluating  how 
the  patient  was  responding  to  his  present  massive 
pulmonary  embolism.  If  the  patient  was  not  tolerat- 
ing the  present  embolism,  I would  think  you  would 
have  to  consider  a pulmonary  embolectomy.  To 
prevent  further  emboli,  you  would  have  to  consider 
interrupting  the  vena  cava. 

DR.  V.  K.  CUTSHALL:  We  thought  the  patient 
was  tolerating  his  present  embolism  reasonably  well 
but  we  called  Dr.  Reynolds* ** ***  into  consultation.  He 
felt  that  a Mobin-Udden  umbrella  should  be  passed 
into  the  inferior  vena  cava  to  prevent  further 
pulmonary  embolism.  This  was  done.  Although  this 
is  a filter,  I believe  the  patient  has  complete  in- 
terruption of  his  vena  cava  with  this  technique. 
***DR.  JAMES  NIELSEN:  How  did  the  patient 
tolerate  this  procedure? 

DR.  CUTSHALL:  The  patient  did  very  well.  His 
pneumonia  cleared  on  gentamicin  therapy.  He  did 
develop  a pneumothorax  but  this  also  responded  to 
treatment  very  readily.  He  was  maintained  on  anti- 
coagulation and  discharged  completely  asymptomat- 
ic a month  after  admission.  The  patient  is  doing 
well.  He  wants  to  return  to  his  occupation  of  farm- 
ing. I feel  he  should  stay  on  anticoagulants  at  least 
three  or  four  months.  In  retrospect,  the  patient  did 
have  some  pain  in  his  leg  a month  prior  to  ad- 
mission. I suspect  that  he  had  been  suffering 
pulmonary  embolism  before  he  was  admitted. 

DR.  BARLOW:  Thank  you  very  much  for  your 
discussion.  I presented  this  case  because  I thought 
it  was  an  excellent  chance  to  discuss  some  of  the 
newer  techniques  in  the  diagnosis  and  treatment  of 
pulmonary  embolism. 
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author.  Each  illustration,  table,  etc.,  should  bear  the  author’s 
name  on  the  back.  Photographs  should  be  clear  and  dis- 
tinct. Drawings  should  be  made  in  black  India  ink  on  white 
paper.  Used  illustrations  are  returned  after  publication  if 
requested. 


BE  THE  DOCTOR 
YOU  WANT  TO  BE. 


Today,  Navy  Medicine  gives  you  the  opportunity  to  be  the 
doctor  you  want  to  be.  We  offer  a challenging  practice  with 
a minimum  of  administrative  overhead.  Plus  excellent  facil- 
ities and  support  personnel. 

In  addition,  a Navy  practice  gives  you  time  to  spend  with 
your  family.  Associate  with  other  highly  motivated  phy- 
sicians. Further  your  schooling.  Even  enjoy  30  days'  paid 
vacation  every  year. 

All  this,  plus  a starting  salary  of  $30,000  or  more  a year, 
depending  on  your  experience. 

For  more  information,  contact: 

Jack  Knoblock,  Medical  Programs 
6910  Pacific  St,  Suite  400 
Omaha,  Ne  68106 
(402)  221-9386 
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Editorial 

GRADUATE  MEDICAL  EDUCATION  IN  SOUTH  DAKOTA 


Robert  H.  Quinn,  M.D.* 


During  the  past  several  years  medical  education 
has  been  going  through  a transitional  period.  The 
term  “continuum  of  medical  education”  has  become 
the  byword  of  educators  and  bureaucrats.  This  term 
“continuum  of  medical  education”  implies  that  a 
medical  school  is  responsible  for  the  usual  under- 
graduate training,  for  graduate  medical  education 
and  continuing  medical  education. 

Graduate  medical  education,  that  education  oc- 
curring after  receiving  Doctor  of  Medicine  Degree, 
has  undergone  remarkable  changes  during  the  past 
several  years.  During  the  last  decade  the  American 
Academy  of  Family  Practice  encouraged  the  forma- 
tion of  the  specialty  of  family  practice.  As  a result 
of  this,  medical  educators  encouraged  the  discon- 
tinuance of  the  rotating  internship  program  and  a 
three-year  graduate  training  program  in  family  prac- 
tice developed.  Approved  programs  are  developing 
in  an  increasing  number  throughout  the  United 
States.  The  family  practice  residency  program  in 
Sioux  Falls  is  a prime  example  of  this  type  of  train- 
ing program. 

The  flexible  internship  programs  still  exist 
through  the  sponsorship  of  another  graduate  medi- 
cal educational  program  (Residency).  The  number 
of  applicants  to  this  type  of  program  is  decreasing 
throughout  the  United  States,  however. 

The  pendulum  has  swung  far  to  the  side  of  spe- 
cialization for  the  first  year  of  graduate  medical 
education.  During  the  past  two  years,  however,  it 
has  become  apparent  that  physicians  must  be  trained 
not  only  as  a specialist  in  their  chosen  field  but  must 
have  a rounded  education  in  the  art  and  science 
of  medicine  as  a basis  for  their  specialty.  Changes 
in  Graduate  Medical  Education  first  year  programs 
will  soon  reflect  this  apparent  swing  back  to  rota- 
tions through  the  various  departments. 


* Associate  Dean,  School  of  Medicine,  University  of  South 
Dakota. 


Graduate  medical  education  is  not  new  in  South 
Dakota.  Dr.  Chester  McVay  developed  a residency 
program  in  surgery  at  the  Sacred  Heart  Hospital 
in  Yankton  in  the  1950’s.  This  program  has 
flourished  and  is  known  nationwide.  This  program 
has  been  affiliated  with  The  University  of  South 
Dakota  School  of  Medicine  since  its  inception.  Resi- 
dents are  now  being  rotated  through  the  Veterans 
Administration  Hospital  in  Sioux  Falls.  There  are 
a total  of  eleven  residents  in  training  over  a five- 
year  course. 

A pathology  residency  has  been  ongoing  at  Sioux 
Valley  Hospital  for  over  a decade.  At  the  present 
time  two  residents  are  in  training  at  Sioux  Valley 
Hospital  in  pathology.  This  program  has  been  af- 
filiated with  The  University  of  South  Dakota  School 
of  Medicine  since  its  inception. 

An  obstetrics  and  gynecology  residency  was 
established  at  Sacred  Heart  Hospital  in  Yankton 
prior  to  the  conversion  of  our  four-year  school. 
This  three-year  program  has  four  residents  at 
the  present  time.  These  residents  are  rotated  through 
one  of  the  Indian  reservation  hospitals.  This  pro- 
gram has  been  affiliated  with  The  University  of 
South  Dakota  School  of  Medicine  since  its  inception. 

A residency  program  in  family  practice  was 
established  in  Sioux  Falls  under  the  sponsorship  of 
McKennan  Hospital  and  Sioux  Valley  Hospital.  The 
Family  Practice  Residency,  Inc.  is  governed  by  a 
Board  of  Directors.  This  program  accepts  eight 
residents  per  year  for  a three-year  training  program. 
Expansion  of  the  program  to  Rapid  City  is  en- 
visioned for  the  near  future. 

An  internal  medicine  residency  was  established 
at  Sacred  Heart  Hospital  in  Yankton  a couple  of 
years  ago.  This  also  is  affiliated  with  The  University 
of  South  Dakota  School  of  Medicine.  This  program 
is  now  expanding  to  the  Veterans  Administration 
Hospital  in  Sioux  Falls.  Yankton  will  accept  two 
new  residents  each  year  and  the  VA  Hospital  in 
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Sioux  Falls  will  accept  five  residents.  There  will  be 
a total  of  eleven  internal  medicine  residents  in  train- 
ing in  South  Dakota  this  year. 

The  development  of  primary  care  physicians  with 
a strong  emphasis  on  family  practice  is  the  goal  of 
The  University  of  South  Dakota  School  of  Medicine. 

Great  concerns  have  been  voiced  throughout  the 
state  about  the  direction  that  the  medical  school  is 
going  in  its  graduate  medical  educational  programs. 
The  medical  school,  per  se,  has  no  graduate  medical 
education  programs  of  its  own.  It  has  encouraged 
the  establishment  of  graduate  medical  educational 
programs  and  has  assisted  in  the  establishment  of 
the  same.  It  has  had  a great  impact  on  graduate 
medical  education  in  many  ways.  It  has  furnished 
faculty,  has  helped  augment  the  existing  libraries, 
and  has  made  available  audio-visual  equipment  for 
teaching  to  the  existing  programs  and  to  the  af- 
filiated hospitals.  The  university  has  no  financial 
base  to  run  a graduate  medical  educational  pro- 
gram. Most  graduate  medical  educational  training 
programs  are  affiliated  with  a university  (15,303 
are  affiliated,  809  are  not  affiliated.)  An  affiliation 
agreement  implies  that  the  school  has  a part  in  the 
acceptance  procedure  of  a physician  for  training; 
it  has  a part  in  the  development  of  the  faculty 
for  the  training  program;  it  has  a part  in  approving 
of  and  helping  to  develop  the  curriculum  for  the 
program;  it  has  a part  in  the  evaluation  process  of 
the  trainees  and  finally  it  has  a part  in  the  approval 
of  the  certificate  of  completion  of  a trainee  in  any 
given  program  indicating  that  this  physician  is  now 
eligible  to  become  a candidate  for  his  respective 
specialty  Board. 

It  has  been  rumored  that  The  University  of  South 
Dakota  School  of  Medicine  is  starting  graduate 
medical  educational  programs  in  exotic  specialty 
fields.  No  such  plans  exist.  As  stated  above,  the 
university  has  no  graduate  medical  educational  pro- 
grams of  its  own.  Departments  can  encourage  the 
establishment  of  training  programs  at -one  or  more 
of  the  affiliated  hospitals  in  South  Dakota.  Before 
such  a program  could  be  started  it  must  clear  many 
hurdles.  The  first  big  hurdle  is  the  hospital  staff. 
Each  hospital  administration  and  its  staff  must  want 
such  a residency  and  must  sponsor  any  program  in 
graduate  medical  education.  Secondly,  the  program 
must  clear  the  school’s  advisory  committee  on 
graduate  medical  education.  The  medical  school  will 
rely  heavily  on  the  advice  that  will  be  received 
from  the  Ad  Hoc  Committee  on  graduate  medical 
education  of  the  South  Dakota  State  Medical  As- 
sociation. The  Council  of  Affiliated  Teaching  Hos- 
pitals will  be  involved  in  the  clearing  process.  If  a 


proposed  program  has  cleared  all  of  these  groups, 
it  must  then  in  turn  clear  the  Administrative  Coun- 
cil of  the  medical  school.  The  program  must  fit 
into  the  guidelines  as  established  by  the  Board  of 
Regents. 

To  clear  all  of  these  checks  and  balances  a 
definite  need  for  a given  type  of  specialist  in  South 
Dakota  must  be  demonstrated  and  a financial  and 
clinical  base  must  be  present.  It  is  important  that 
any  proposed  program  will  not  jeopardize  any  of 
the  other  existing  programs  in  graduate  medical 
education. 

All  committees  involved  are  very  cognizant  of  the 
fact  that  there  is  a limited  amount  of  clinical  teach- 
ing material  existing  within  the  state  of  South 
Dakota.  They  all  realize  that  there  is  a limited 
financial  base  for  graduate  medical  education  in 
South  Dakota.  All  committees  also  realize  that  there 
is  a definite  need  in  the  state  for  graduate  medical 
education  especially  in  the  primary  care  fields.  It  is 
to  be  noted  that  60  percent  of  the  first  graduating 
class  of  The  University  of  South  Dakota  entered 
primary  care  fields  and  it  is  felt  that  there  is  an 
obligation  to  offer  slots  within  the  state  to  as  many 
of  our  students  as  is  possible. 


1 
J 

ANNUAL  AND  BIANNUAL  LEASING  OF  ALL  MAKES  OF  AUTOMOBILES 

LEASING  IS  NOT  FOR  EVERYONE,  BUT  MEDICAL 
PEOPLE  ARE  OUR  SPECIALTY.  ALL  MAKES  OF 
AUTOS,  TRUCKS,  4 WHEELERS.  VARIOUS  PLANS 
TO  FIT  YOUR  NEEDS  OR  THE  PROFESSIONAL 
GROUPS  WITH  WHOM  YOU  ARE  ASSOCIATED. 
REFERENCES  ARE  GLADLY  FURNISHED  AND  WE 
WILL  WORK  WITH  YOUR  ACCOUNTANTS. 

3401  WEST  41st  STREET 
SIOUX  FALLS,  SOUTH  DAKOTA  57105 

PHONE  336-3818 

C.  H.  “Chuck”  Point,  Mgr.  Home  phone  336-3168 
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Letters  To  The 
Editor 

The  trustees  of  Sacred  Heart  Hospital,  Yankton, 
have  established  a permanent  memorial  fund  in 
honor  of  the  late  Clark  F.  Johnson,  M.D.,  former 
president  of  the  hospital’s  board. 

While  specific  details  of  the  fund’s  administration 
and  goals  have  not  been  formalized,  a major  em- 
phasis of  the  endowment  will  be  in  the  area  of  med- 
ical care  for  the  elderly. 

We  believe  it  is  especially  appropriate  to  remember 
Doctor  Johnson  in  a continuing  way  because  of  his 
special  devotion  to  the  older  persons  he  served  since 
coming  to  Yankton  in  1948.  The  fund  is  being 
viewed  as  a means  of  improving  health  care  on  a 
long-range  basis  in  the  Sacred  Heart  Hospital  service 
area  in  South  Dakota  and  Nebraska.  It  is  anticipated 
that  only  the  interest  from  the  memorial  will  be 
used  for  appropriate  projects. 


The  hospital  will  actively  pursue  bequests  and 
trust  endowments  to  increase  the  fund.  Sacred  Heart 
Hospital  has  initiated  the  memorial  with  a contribu- 
tion of  $1,000.  This  figure  has  been  matched  by  the 
Benedictine  Service  Fund. 

Contributions  or  inquiries  may  be  directed  to:  The 
Clark  F.  Johnson  Memorial  Fund,  c/o  Sister  Jeanette 
Klimisch,  Sacred  Heart  Hospital,  Yankton,  S.  D. 
57078. 

Sincerely, 

Sister  Jeanette  Klimisch 
President,  Board  of  Directors 
Sacred  Heart  Hospital 


I have  just  received  a check  for  $500,  which  is 
given  as  the  South  Dakota  State  Medical  Association 
Award.  I have  a definite  need  for  this  money,  and  I 
appreciate  being  chosen  to  receive  this  award. 

I would  like  to  thank  those  people  who  are  re- 
sponsible for  making  this  possible. 

Sincerely, 
David  J.  Erk 


GP  WANTED 

for  small  city  in  south  central  Wiscon- 
sin. New  clinic  in  process  of  being 
built. 

Presently,  one  M.D.  and  one  D.D.S. 
Need  another  M.D. 

Three  surrounding  towns  are  smaller 
and  without  an  M.D.  This  is  the  center 
for  the  area. 

Very  good  opportunity  in  a rural 
area,  but  on  an  “I”  system  to  get  to 
big  city. 

If  interested,  contact: 

Box  97 

New  Lisbon,  Wl  53950 


MEDICAL  EQUIPMENT  FOR  SALE 

— Examining  Table 
— Instrument  Cabinet 
— Treatment  Cabinet 
— Microscope 
— Baby  Scale 

— Also  Various  Assorted  Instruments 

Contact:  Mrs.  V.  Zandersons 
Parker,  SD  57053 
Telephone  (605)  297-3128 
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THE  SOUTH  DAKOTA  MEDICAL  SCHOOL 
ENDOWMENT  ASSOCIATION  GRATEFULLY 
ACKNOWLEDGES  THE  FOLLOWING 
SPONSORING*  MEMBERS  FOR  THE  YEAR  1976 

Donald  Alcott,  M.D. 

Wm.  Mattson,  M.D. 

Paul  Aspaas,  M.D. 

Allen  Midell,  M.D. 

T.  A.  Angelos,  M.D. 

C.  J.  Moller,  M.D. 

Frank  Austin,  M.D. 

E.  J.  Moore,  M.D. 

John  F.  Barlow,  M.D. 

M.  G.  Mutch,  M.D. 

Robert  Bloemendaal,  M.D. 

Parry  Nelson,  M.D. 

C.  F.  J.  Blunck,  M.D. 

J.  E.  Norris,  M.D. 

S.  M.  Brzica,  M.D. 

Alton  Ochsner,  M.D. 

Central  Plains  Clinic,  Ltd. 

R.  J.  Ogborn,  M.D. 

J.  H.  DeGeest,  M.D. 

W.  L.  Opheim,  M.D. 

Henry  Fisher,  M.D. 

Peter  Overgaard,  M.D. 

Robert  Fisk,  M.D. 

B.  J.  Peters,  M.D. 

Constantin  Flevares,  M.D. 

David  Peterson,  M.D. 

E.  G.  Francisco,  M.D. 

Ronald  Price,  M.D. 

Lyle  Freimark,  M.D. 

Curtis  Rainy,  M.D. 

Saul  Friefeld,  M.D. 

Manuel  Ramos,  M.D. 

H.  E.  Fromm,  M.D. 

M.  C.  Rousseau,  M.D. 

Harold  Frost,  M.D. 

James  Rud,  M.D. 

Royal  Goerz,  M.D. 

Howard  Saylor,  M.D. 

J.  B.  Gregg,  M.D. 

Harold  Schuknecht,  M.D. 

H.  Phil  Gross,  M.D. 

Alfred  Shousha,  M.D. 

C.  B.  Gwinn,  M.D. 

H.  B.  Shreves,  M.D. 

Wm.  O.  Hanson,  M.D. 

L.  J.  Sweeney,  M.D. 

R.  H.  Harris,  M.D. 

W.  J.  Sweeley,  M.D. 

Robert  Hayes,  M.D. 

C.  E.  Tesar,  M.D. 

Richard  Hockett,  M.D. 

A.  J.  Tieszen,  M.D. 

Helmuth  Hoff,  M.D. 

R.  T.  Tschetter,  M.D. 

Huron  Clinic 

R.  E.  Van  Demark,  M.D. 

Ted  Hustead 

Ernest  Walkes,  M.D. 

Ed  James,  M.D. 

T.  H.  Willcockson,  M.D. 

Tom  Jensen,  M.D. 

Philip  Woodworth,  M.D. 

Roger  Jernstrom.  M.D. 

Keith  L.  Wrage,  M.D. 

Warren  Jones,  M.D. 

Ronald  Wyatt,  M.D. 

Joseph  Kass,  M.D. 

Yankton  Clinic 

Lvndon  King,  M.D. 

Kenneth  Halverson,  M.D. 

Mitsuo  Kuramoto,  M.D. 

D.  R.  Holzwarth,  M.D. 

C.  C.  Lardinois,  Sr.,  M.D. 

Carroll  Isburg,  M.D. 

T.  J.  Laughlin,  M.D. 

C.  B.  McVay,  M.D. 

Richard  Long,  M.D. 
Thomas  Looby,  M.D. 
John  McCann,  M.D. 

Richard  Porter,  M.D. 
Wm.  Quick,  M.D. 
Brooks  Ranney,  M.D. 
T.  H.  Sattler,  M.D. 

B.  R.  McHardy,  M.D. 

L.  E.  Savage,  M.D. 

T.  B.  McManus,  M.D. 

W.  F.  Stanage,  M.D. 

Ray  Maas,  M.D. 

R.  F.  Thompson,  M.D. 

L.  L.  Massa.  D.O. 

R.  R.  Thornton.  M.D. 

*Sponsoring  Members  contribute  $100  or  more  in  a calendar  year. 
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Now ...  the  AMA  brings  CME  to  you! 


As  you’re  aware,  state  medical  societies,  spe- 
cialty societies,  and  other  medical  groups  in  in- 
creasing numbers  are  making  continuing  medi- 
cal education  (CME)  a requirement  for  member- 
ship. Already  some  state  licensure  boards  are 
requiring  CME  for  relicensure. 

Recognizing  its  importance  to  members,  the 
AMA  has  greatly  expanded  its  CME  program- 
ming. In  1977,  your  AMA  will  offer  15  regional 
meetings,  as  well  as  scientific  programs  at  the 
Annual  convention  and  Winter  Meeting. 

These  new  regional  meetings  make  it  easier, 
more  convenient  for  you  to  fulfill  your  CME  needs 
by  bringing  the  programs  closer  to  your  home- 


town and  scheduling  them  on  weekends  to  avoid 
interference  with  your  practice. 

All  courses  are  approved  by  the  AMA  Council 
on  Continuing  Medical  Education  as  meeting  the 
criteria  for  Category  1 toward  the  AMA  Physi- 
cian’s Recognition  Award,  which  certifies  com- 
pletion of  150  hours  of  CME  over  three  years. 
Since  the  initiation  of  the  PRA  program  in  1969, 
more  than  58,000  physicians  have  qualified 
and/or  requalified  for  the  award. 

CME  is  just  one  of  the  many  vita1  services  the 
AMA  provides  for  its  members.  With  your  sup- 
port, it  can  do  even  more. 


Please  send  me  more  information  on  the  AMA 
and  AMA  membership. 

Name 

Address 

City/State/Zip 


DIRECTORY 


THE  SOUTH  DAKOTA  STATE  MEDICAL  ASSOCIATION 
Organized  1882  608  West  Ave.,  N. 

Sioux  Falls,  South  Dakota  57104 


1977-1978  OFFICERS 

President 

James  Ryan,  M.D Mobridge 

President-Elect 

Russell  Harris,  M.D Rapid  City 

Vice-President 

Duane  Reaney,  M.D Yankton 

Secretary-Treasurer  (1978) 

Joseph  Hamm,  M.D Rapid  City 

AMA  Delegate  (1978) 

W.  R.  Taylor,  M.D Aberdeen 

AMA  Alternate  Delegate  (1978) 

G.  E.  Tracy,  M.D Watertown 

Chairman  of  the  Council 

Bruce  Lushbough,  M.D Brookings 

Speaker  of  the  House 

Winston  Odland,  M.D Aberdeen 

Councilor  at  Large 

Fred  Leigh,  M.D Huron 


COUNCILORS 

First  District  (Aberdeen) 

B.  C.  Gerber,  M.D.  (1980)  Aberdeen 

Second  District  (Watertown) 

G.  Robert  Bartron,  M.D.  (1980)  Watertown 

Third  District  (Brookings-Madison) 

Bruce  Lushbough,  M.D.  (1978)  Brookings 

Fourth  District  (Pierre) 

R.  C.  Jahraus,  M.D.  (1980)  Pierre 

Fifth  District  (Huron) 

David  Buchanan,  M.D.  (1978)  Huron 

Sixth  District  (Mitchell) 

(1978)  

Seventh  District  (Sioux  Falls) 

W.  O.  Rossing,  M.D.  (1978)  Sioux  Falls 

Durward  Lang,  M.D.  (1979)  Sioux  Falls 

P.  K.  Aspaas,  M.D.  (1980)  Dell  Rapids 

John  F.  Barlow,  M.D.  (1980)  Sioux  Falls 

Eighth  District  (Yankton) 

(1979)  

Frank  Messner,  M.D.  (1980)  Yankton 

Ninth  District  (Rapid  City) 

Roger  Millea,  M.D.  (1978)  Rapid  City 

W.  E.  Jones,  M.D.  (1979)  Sturgis 

A.  J.  Barrett,  M.D  (1980)  Rapid  City 

Tenth  District  (Rosebud) 

Robert  Stiehl,  M.D.  (1979)  Winner 

Eleventh  District  (Northwest) 

R.  R.  Lawrence,  M.D.  (1979)  Mobridge 

Twelfth  District  (Whetstone  Valley) 

Eldon  Bell,  M.D.  (1979)  Webster 


1977-1978  COMMISSIONS 


Commission  on  Legislation 

R.  G.  Gere,  M.D.,  Chr.  (1979) 
Mitchell 

C.  L.  Swanson,  M.D.  (1980) 
Pierre 

Stephen  Haas,  M.D.,  (1980) 
Rapid  City 

Bill  Church,  M.D.  (1980) 

Sioux  Falls 

L.  W.  Karlen,  M.D.  (1980) 
DeSmet 

Patrick  McGreevy,  M.D.  (1980) 
Sioux  Falls 

A.  A.  Lampert,  M.D.  (1979) 
Rapid  City 

R.  B.  Henry,  M.D.  (1979) 
Brookings 


and  Governmental  Relations 

Barbara  Spears.  M.D.  (1979) 
Pierre 

J.  B.  Gregg,  M.D.  (1979) 
Sioux  Falls 

V.  Janavs,  M.D.  (1978) 
Milbank 

W.  R.  Taylor,  M.D.  (1978) 
Aberdeen 

R.  J.  Foley,  M.D.  (1978) 
Tyndall 

R.  W.  Honke,  M.D.  (1978) 
Wagner 

Myron  Jerde,  M.D.  (1978) 
Rapid  City 


Commission  on  Internal  Affairs,  Communications  and  Liaison 

Lawrence  Finney.  M.D.,  Chr.  Harold  Fletcher,  M.D.  (1979) 
(1978)  Sioux  Falls  Vermillion 


C.  R.  Stoltz,  M.D.  (1980) 
Watertown 

Arlan  Zastrow,  M.D.  (1980) 
Huron 

Loren  Amundson,  M.D.  (1980) 
Sioux  Falls 

Werner  Klar,  M.D.  (1980) 
Flandreau 

R.  E.  Van  Demark,  M D.  (1980) 
Sioux  Falls 

David  Boyer,  M.D.  (1979) 

Rapid  City 

T.  A.  Hohm,  M.D.  (19791 
Huron 


Jay  Hubner,  M.D.  (1979) 
Yankton 

J.  F.  Barlow,  M.D.,  (1979) 
Sioux  Falls 

D.  N.  Fedt,  M.D.  (1978) 
Watertown 

C.  B.  Gwinn,  M.D.  (1978) 
Rapid  City 

Charles  Loos,  M.D.  (1978) 
Rapid  City 

R.  E.  Shaskey,  M.D.  (1978) 
Brookings 


Commission  on 

Howard  Saylor,  M.D.  (1978)  Chr. 
Huron 

David  Holzwarth,  M.D.  (1980) 
Yankton 

J.  A.  Rud,  M.D.  (1980) 
Watertown 

Roscoe  Dean.  M.D.  (1980) 
Wessington  Springs 
J.  A.  Eckrich,  Jr.,  M.D.  (1980) 
Aberdeen 

Anthony  Javurek,  M.D.  (1980) 
Deadwood 


Medical  Service 

Kennon  Broadhurst,  M.D.  ( 1971 
Aberdeen 

C.  D.  Monson,  M.D.  (1979) 
Parkston 

John  Hoskins,  M.D.  (1979) 
Sioux  Falls 

W.  B.  Odland,  M.D.  (1978) 
Aberdeen 

Warren  Jones,  M.D.  (1978) 
Sioux  Falls 

Guy  Tam,  M.D.  (1978) 

Sioux  Falls 


Curtis  Wait,  M.D.  (1979)  Bruce  Allen,  M.D.  (1978) 

Brookings  Rapid  City 

Anton  Petres,  M.D.  (1979) 

Salem 


Commission  on  Scientific  Medicine 


J.  C.  Larson,  M.D.,  Chr.  (1979) 
Watertown 

Juan  Chavier,  M.D.  (1980) 
Aberdeen 

T.  A.  Angelos,  M.D.  (1980) 
Canton 

R.  R.  Thornton,  M.D.  (1980) 
Yankton 

Robert  Ferrell,  M.D.  (1980) 
Rapid  City 

R.  D.  Bloemendaal,  M.D.  (1980) 
Rapid  City 

Larry  Sittner,  M.D.  (1979) 
Sioux  Falls 

A.  J.  Janusz,  M.D.  (1979) 
Aberdeen 


B.  T.  Otey,  M.D.  (1979) 
Flandreau 

Gene  Koob.  M.D.  (1979) 
Sioux  Falls 

C.  E.  Tesar,  M.D.  (1978) 
Rapid  City 

G.  Robert  Bell,  M.D.  (1978) 
De  Smet 

R.  J.  Zakahi,  M.D.  (1978) 
Pierre 

Joseph  Kass,  M.D.  (1978) 
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R.  B.  Leander,  M.D.  (1978) 
Sioux  Falls 


Grievance  Commission 


W.  R.  Taylor,  M.D.  (1978) 
Aberdeen 

T.  H.  Sattler,  M.D.  (1979) 
Yankton 
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DISTRICT  2 

President  John  Rittmann,  M.D.,  Watertown,  S.  D. 
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DISTRICT  3 

President  Curtis  Wait,  M.D.,  Brookings,  S.  D. 

Secretary-Treasurer  . . . .Joseph  Primrose,  M.D.,  Brookings,  S.  D. 

DISTRICT  4 

President  C.  L.  Swanson,  M.D.,  Pierre,  S.  D. 

Secretary-Treasurer  J.  T.  Cowan,  M.D.,  Pierre,  S.  D. 

DISTRICT  5 

President  James  DeGeest,  M.D.,  Miller,  S.  D. 

Secretary-Treasurer  Emil  Hofer,  M.D.,  Huron,  S.  D. 

DISTRICT  6 

President  C.  D.  Monson,  M.D.,  Parkston,  S.  D. 

Secretary-Treasurer  Chris  Moller,  M.D.,  Mitchell,  S.  D. 

DISTRICT  7 

President  Guy  Tam,  M.D.,  Sioux  Falls,  S.  D. 

Secretary  Allan  Boade,  M.D.,  Sioux  Falls,  S.  D. 

Treasurer  Frank  Alvine,  M.D.,  Sioux  Falls,  S.  D. 

DISTRICT  8 

President  Gordon  Held,  M.D.,  Yankton,  S.  D. 

Secretary  John  Willcockson,  M.D.,  Yankton,  S.  D. 

Treasurer  Herb  Saloum,  M.D.,  Tyndall,  S.  D. 

DISTRICT  9 

President  C.  B.  Gwinn,  M.D.,  Rapid  City,  S.  D. 

Secretary  A.  J.  Barrett,  M.D.,  Rapid  City,  S.  D. 

DISTRICT  10 

President  E.  P.  Sweet.  M.D.,  Burke,  S.  D. 

Secretary-Treasurer  George  Nicholas,  M.D.,  Gregory,  S.  D. 

DISTRICT  11 

President  Jeffrey  Peterson,  M.D.,  Mobridge,  S.  D. 

Secretary-Treasurer  L.  M.  Linde,  M.D.,  Mobridge,  S.  D 

DISTRICT  12 

President  V.  Janavs,  M.D.,  Milbank,  S.  D. 

Secretary-Treasurer  B.  Buentipo,  M.D.,  Milbank.  S.  D. 
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From  Lilly/Dista  Research 

NALFON 

fenoprofen  calcium 


300-mg.  Pulvules 


lOISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  available  to  the  profession 
on  request. 

•Present  as  345.9  mg.  of  the  calcium  salt  of  fenoprofen  dihydrato 
equivalent  to  300  mg.  fenoprofen. 


600123 


A pharmacokinetic 
character  all  its  own 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional 
factors;  psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms  or 
agitation;  symptomatic  relief  of  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal;  adjunctively  in  skeletal  muscle  spasm  due 
to  reflex  spasm  to  local 


Q 

3-hydroxydiazepam 


Q 

desmethyldiazepam 

Valium  (diazepam)  is  a 
benzodiazepine  with  a distinctive 
pharmacokinetic  profile 

The  pharmacokinetic  profile  of 
Valium  is  one  of  the  characteristics 
that  sets  it  apart  from  other  ben- 
zodiazepines. Consider,  in  particular, 
the  metabolic  pathway  of  Valium. 

The  three  major  metabolites  of 
Valium  exhibit  significant  pharmaco- 
logic activity — and  so,  of  course, 
does  the  parent  substance — diazepam 
itself.  All  combine  to  produce  the 
characteristic  clinical  response  seen 
with  Valium.  The  response  you  have 
come  to  know,  to  want  and  to  trust. 

Pharmacokinetic  studies  also 
demonstrate  that  Valium  has  a pat- 
tern of  absorption,  distribution, 
metabolism  and  elimination  that  is 
reliable  and  consistent.  And,  al- 
though the  pharmacokinetics  of  a 
drug  cannot,  at  present,  be  specifi- 
cally related  to  its  clinical  effects,  it  is 
clearly  a factor  that  distinguishes  one 
product  from  another  by  provid- 
ing important  insights  into  how  each 
moves  through  the  patients  body. 


oxazepam 


pathology;  spasticity  caused 
by  upper  motor  neuron 
disorders;  athetosis; 
stiff-man  syndrome; 
convulsive  disorders  (not 
for  sole  therapy). 
Contraindicated: 
Known  hypersensitivity  to 
the  drug.  Children  under  6 
months  of  age.  Acute 
narrow  angle  glaucoma; 
may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  muscle  cramps, 
vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their 
predisposition  to  habituation  and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers 
during  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become 
pregnant. 

Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other 
antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 


Valium^ 

(diazepam)  ^ 

2-mg,5-mg,  10-mg  scored  tablets 

a prudent  choice  in  psychic 
tension  and  anxiety 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 
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Future  Meetings 


November 

Postgraduate  Conference  on  Obstetrics 
and  Gynecology,  U.  of  Iowa,  Coll, 
of  Med.,  Iowa  City,  IA,  Nov.  16- 
17.  AM  A credits.  Contact:  Richard 
M.  Caplan,  M.D.,  Assoc.  Dean  for 
CME,  U.  of  Iowa  Coll,  of  Med., 
Iowa  City,  IA  52242. 

Surgery  Postgraduate  Conference,  U. 

of  Iowa,  Coll,  of  Med.,  Iowa  City, 
LA,  Nov.  18.  AM  A credits.  Con- 
tact: Richard  M.  Caplan,  M.D., 
Assoc.  Dean  for  CME,  U.  of  Iowa 
Coll,  of  Med.,  Iowa  City,  IA  52242. 

Oncology,  Mayo  Foundation  Out- 
reach Seminar,  McKennan  Hosp. 
Aud.,  Sioux  Falls,  SD,  Nov.  18-19. 
Category  I credits.  Contact:  Dir  of 
Med.  Ed.,  McKennan  Hosp.,  800 
E.  21st  St.,  Sioux  Falls,  SD  57101. 

December 

Hypertension  for  the  Clinician,  Hilton 

Hotel,  Omaha,  NE,  Dec.  1-2.  13 
hrs.  Category  I AM  A credits,  12 
hrs.  AAFP  prescribed.  Contact: 
Div.  of  Con,  Ed.,  Creighton  U. 
School  of  Med.,  2500  California  St., 


Omaha,  NE  68178. 

Seminar  on  Emergency  Medical  Serv- 
ices— Legal  Aspects,  MGM  Grand 
Hotel,  Las  Vegas,  NV,  Dec.  5-7. 
Fee:  $325.  Contact:  Registrar, 

Aspen  Systems  Corp.,  20010  Cen- 
tury Blvd.,  Germantown,  MD 
20767. 

Seminar  on  Medical  Staff  Law  and 
Bylaws,  The  Woodlands  Inn,  Wood- 
lands, TX,  Dec.  12-14.  Fee:  $325. 
Contact:  Registrar,  Aspen  Systems 
Corp.,  20010  Century  Blvd.,  Ger- 
mantown, MD  20767. 

January 

Advances  in  Clinical  Neurology,  Fifth 
Annual  Meeting,  Southern  Clinical 
Neurological  Society,  Caribe  Hilton 
Hotel,  San  Juan,  Puerto  Rico,  Jan. 
16-20.  15  hrs.  Category  I AMA 
credits.  Fee:  $200.  Contact:  B.  L. 
Bercaw,  M.D.,  Sec.-Treas.,  SCNS, 
1011  Jeffords  St.,  Clearwater,  FL 
33516. 

Colorado  Academy  of  Family  Phy- 
sicians Annual  Symposium,  U.  of 
Colo.  School  of  Med.,  Denver,  CO, 
Jan.  22.  Contact:  Off.  of  Postgrad. 
Med.  Ed.,  U.  of  Colo.  School  of 


Med.,  4200  E.  9th  Ave.,  Cont. 
C295,  Denver,  CO  80262. 

Cardiology  Today,  U.  of  Iowa,  Coll, 
of  Med.,  Iowa  City,  IA,  Jan.  23-26. 
AMA  credits.  Contact:  Richard  M. 
Caplan,  M.D.,  Assoc.  Dean  for 
CME,  U.  of  Iowa  Coll,  of  Med., 
Iowa  City,  IA  52242. 

3rd  Annual  New  Orleans  Internation- 
al “Mardi  Gras”  Supercourse  on 
Lung  Disease,  Braniff  Place  Hotel, 
New  Orleans,  LA,  Jan.  23-27. 
Category  I credits.  Tuition:  $185. 
Contact:  ATS  of  Louisiana,  333 
St.  Charles  Ave.,  Suite  500,  New 
Orleans,  LA  70130. 

24th  Annual  Family  Practice  Review, 

U.  of  Colo.  School  of  Med.,  Den- 
ver, CO,  Jan.  23-28.  Contact:  Off. 
of  Postgrad.  Med.  Ed.,  U.  of  Colo. 
School  of  Med.,  4200  E.  9th  Ave., 
Cont.  C295,  Denver,  CO  80262. 

Gastroenterology,  Mayo  Foundation 
Outreach  Seminar,  McKennan 

Hosp.,  Aud.,  Sioux  Falls,  SD,  Jan. 
28-29.  Category  I credits.  Contact: 
Dir.  of  Med.  Ed.,  McKennan  Hosp., 
800  E.  21st  St.,  Sioux  Falls,  SD 
57101. 
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SOUTH  DAKOTA 


Fall  is  the  time  of  year  to 
reflect  upon  our  many  blessings.  As 
we  approach  the  Thanksgiving  season, 
we  extend  to  each  of  you  a sincere 
thank  you  for  your  cooperation  this 
past  year. 

We  hope  that  you  will  continue  to 
call  upon  us  if  we  can  be  of  service 
in  the  future. 


SOUTH  DAKOTA  BLUE  SHIELD 


405  E.  Omaha 
Rapid  City 


1601  West  Madison 
Sioux  Falls 
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PSRO  FACT  SHEET 

• Implementation  of  professional  standards  review  was  completed  dur- 
ing July  in  58  acute  care  hospitals  in  South  Dakota.  Thirty-six  of  the  58 
hospitals  have  been  granted  delegation  status  while  22  remain  non- 
delegated.  PSRO  personnel  are  reviewing  approximately  3500  patients 
per  month  in  the  delegated  and  non-delegated  hospitals. 

• South  Dakota  Foundation  for  Medical  Care  has  established  a monitor- 
ing plan  to  assure  the  continued  effectiveness  of  delegated  review.  Staff 
members  regularly  visit  a hospital  for  a random  on-site  inspection  of 
the  review  process.  Staff  personnel  conducting  this  monitoring  are  Dave 
Remillard,  Mary  Lavender  and  Dee  Wacker.  If  you  have  not  met  these 
people  previously,  chances  are  you  will  see  them  in  your  hospital  in  the 
near  future. 

• Data  reports  have  been  slow  in  coming  but  the  first  printouts  on  test 
data  are  expected  in  September.  Kimry  Johnsrud  is  in  charge  of  SD- 
FMC’s  data  division  and  has  put  forth  much  time  and  effort  develop- 
ing this  portion  of  the  review  system.  Kim  will  be  happy  to  discuss  any 
comments  you  might  have  relative  to  data. 

• Negotiations  were  conducted  September  8 for  renewal  of  SDFMC’s 
conditional  contract  with  DHEW.  DHEW  contract  officers  were  quite 
satisfied  with  the  renewal  proposal. 

South  Dakota 
Foundation  for 
medical  Core 

608  WEST  AVENUE  NORTH/SIOUX  FALLS,  SOUTH  DAKOTA  57104/PHONE  (605)  336-3400 
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LEFT  LIVER  LOBE  GALL  BLADDER 


This  presentation  is  offered  to  re- 
mind the  readers  that  while  all  “gall” 
may  be  divided  into  three  parts,  the 
biliary  system  does  not  uniformly  en- 
joy a traditional  arrangement. 

Of  the  multitude  of  biliary  anoma- 
lies reported  in  the  English  literature, 
twenty-five  cases  of  left  liver  lobe  gall 
bladder  enjoy  this  primitive  distinc- 
tion. 

Some  views  on  embryogenesis  are 
cited  and  their  study  leaves  the  stu- 
dent with  a feeling  that  embryology 
is  not  the  dogmatic  science  being 
taught. 

The  case  under  consideration  had 
had  an  appendectomy  ten  years 
previously.  This,  the  cecum  and 
ascending  colon  were  situated  nor- 
mally and  transposition  of  viscera  in 
whole  or  in  part  are  excluded. 


This  treatise  is  submitted  to  present  a case  of 
left  liver  lobe  gall  bladder  and  to  expound  some 
views  on  this  and  related  embryology. 

Gray’s  Anatomy1  states  the  gall  bladder  is  a 
slate  blue,  piriform  sac  partly  contained  in  a fossa 
on  the  inferior  surface  of  the  right  hepatic  lobe. 
We  hasten  to  add,  sometimes  not. 

Most  embryologists  concur  that  the  liver,  pan- 
creas, and  extra  hepatic  system  arrive  on  the  scene 
at  about  the  fourth  week  of  the  embryo. 1|2’3’4  Agree- 
ment is  much  less  uniform  when  considering  the 
derivation  of  these  structures. 

Let  us  borrow  from  the  aforementioned  store- 
house of  information.^  In  the  embryology  section 
these  ideas  are  set  forth  as  truths.  “The  liver 
arises  in  the  fourth  week  as  a diverticulum  from  the 
ventral  surface  of  the  foregut  close  to  the  point 
where  it  is  continuous  with  the  yolk  stalk.  The  origi- 
nal diverticulum  from  the  duodenum  forms  the  bile 
duct  and  from  its  distal  part  the  cystic  duct 
and  gall  bladder  arise  as  an  outgrowth”. 

As  the  liver  enlarges,  it  projects  more  and  more 
into  the  abdominal  cavity  from  the  caudal  surface 
of  the  septum  transversum.  In  the  process  the  mesen- 
chyme from  the  septum  transversum  becomes  drawn 
out  ventral  to  the  liver  to  form  the  falciform  and 
coronary  ligaments. 

Arey’s  Developmental  Anatomy2  states,  “Suitable 
transplants  of  the  central  yolk  mass  of  an  amphibian 
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**  Surgeon,  101  W.  37th  St.,  Sioux  Falls,  S.D. 


by 

F.  Duimstra,  M.D.* 

R.  E.  Greenfield,  M.D.** 


neurula  show  that  the  liver  and  pancreas  although 
structurally  indistinguishable  from  the  future  ento- 
derm of  this  period,  are  already  irreversibly  deter- 
mined as  GALL  BLADDER.”  These  results  prove 
that  both  glands  are  not  secondary  specializations, 
budding  out  from  a previously  established  gut  en- 
toderm as  sections  seem  to  imply,  but  that  their  pri- 
mordia  merely  occupy  for  a time,  along  with  gut 
entoderm  a common  medial  strip  on  the  floor  of 
the  archenteron. 

While  in  “Embryology  for  Surgeons”,3  we  glean 
this  tidbit  of  scholarly  edification  and  knowledge, 
“The  extra  hepatic  biliary  duct  system  and  the  gall 
bladder,  as  well  as  the  ventral  anlage  of  the  pan- 
creas arise  from  the  hepatic  diverticulum,  the  distal 
portion  of  which  also  gives  rise  to  the  liver. 

A definition  of  the  hepatic  diverticulum  as  used 
here  is  not  provided.  Clues  as  to  its  meaning  are 
derived  from  the  above  and  the  following  passages. 

On  Page  362,  Paragraph  2,3,  we  read,  “Speak- 
ing of  the  septum  transversum,  a second  change 
which  occurs  in  the  primitive  septum  is  the  emer- 
gence of  the  liver  from  the  substance  of  the  septum 
beginning  in  the  fourth  week.”  Again  on  page  374, 
paragraph,  EMBRYOGENESIS,  we  read,  “Com- 
plete failure  of  the  septum  to  appear  would  be  in- 
compatible with  subsequent  viable  development  since 
this  septum  is  the  site  of  formation  of  the  liver  as 
well  as  the  ducts  of  Cuvier.” 

B.  M.  Patten,  HUMAN  EMBRYOLOGY,  Mc- 
Graw  Hill  Book  Co.,  Inc.,  New  York4  states,  “The 
embryogenesis  of  the  biliary  system  occurs  in  the 
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3mm  embryo  with  a thickening  of  endoderm  at  the 
ventral  junction  of  the  foregut  and  yolk  sac.  This 
thickening  forms  a sacculation  which  divides  into  a 
craniad  and  caudad  portion.  The  craniad  portion 
further  divides  into  right  and  left  lobules,  grows 
ventral  into  the  septum  transversum,  eventually  dif- 
ferentiating into  right  and  left  hepatic  lobes  and 
hepatic  bile  ducts.  The  caudad  portion  becomes 
saccular,  developing  into  a gall  bladder  and  a com- 
mon duct  system.  Initially  the  rudimentary  gall  blad- 
der is  attached  to  the  ventral  surface  of  the  duo- 
denal precursor,  however,  with  differential  growth, 
rotation  to  the  right  occurs,  by  the  7mm  stage, 
which  brings  the  attachment  to  the  dorsal  aspect 
of  the  duodenum.  The  gall  bladder  migrates  to  its 
usual  position  at  the  anterior  inferior  margin  of 
the  right  lobe  of  the  liver.  With  anomalous  migra- 
tion of  the  gall  bladder  precusor,  the  definitive  gall 
bladder  may  come  to  lie  in  any  number  of  abnormal 
locations.”4 

The  highspots  of  left  liver  lobe  gall  bladder  his- 
tory follow: 

1 . Three  anatomic  specimens  reported  by  Hochstet- 
ter  1886. 

2.  A case  by  Kehr  in  1906. 

3.  Radiographic  demonstration  of  a left  sided  gall 
bladder  by  Hartung  in  1932.  Plus  other  reports 
of  left  sided  gall  bladder  by  x-ray  study  (non- 
symptomatic).15 

4.  Two  cases  have  been  reported  in  which  a gall 
bladder  arising  from  the  left  hepatic  lobe  was 
diseased  and  operated.  Neither  of  these  was  dem- 
onstrated radiologically.13 

5.  Newcomb  and  Henley  in  1964  believed  that  they 
reported  the  24th  case  of  left  liver  lobe  gall 
bladder.14 

6.  Herrington20  reported  what  he  thought  to  be  the 
25th  recorded  case  of  left  liver  lobe  gall  blad- 
der. His  case  was  successfully  operated. 

This  case  involves  that  of  a white  female,  aged 
22.  L.F.  had  a history  of  recurring  right  upper 
quadrant  colicky  pain  for  about  two  years.  The  pain 
radiated  to  the  back,  interscapular,  and  left  shoul- 
der areas.  There  was  associated  nausea,  vomiting 
and  bloating.  There  was  intolerance  to  foods  that 
stimulate  gall  bladder  activity.  She  required  nar- 
cotic per  hypo  for  relief  of  pain. 

She  was  admitted  to  the  hospital  on  3-26-71. 
A gall  bladder  study  was  attempted  and  initial 
films  interpreted,  as  showing  a faint  suggestion  of  a 
gall  bladder  shadow.  Re-examination  repeated  on 


the  following  day  was  interpreted,  “no  definite  gall 
bladder  shadow  is  demonstrated.”  She  became  asymp- 
tomatic and  was  dismissed. 

She  returned  5-24-71  because  of  recurring  at- 
tacks, anorexia  and  weight  loss  of  32  pounds.  She 
again  described  right  upper  quadrant  pain  with  radi- 
ation to  the  interscapular  area.  Also  right  shoulder 
pain  and  pain  at  the  tip  of  her  left  shoulder.  She  had 
had  no  jaundice,  only  mild  temperature  elevations 
and  no  chills.  The  positive  findings  were:  RUQ 
tenderness,  obesity,  RLQ  post  appendectomy  scar, 
normal  bowel  sounds. 

She  received  surgery  5-24-71.  The  findings 
were:  a subacutely  inflamed  gall  bladder  under  the 
left  lobe  of  the  liver  and  situated  in  a well  defined 
fossa.  The  liver  appeared  healthy.  The  right  lobe 
was  about  six  times  the  size  of  the  left  lobe.  The 
cystic  duct  swung  around  to  the  right  and  entered 
the  common  duct  in  an  abrupt  curve.  The  cystic 
artery  coursed  over  the  anterior  surface  of  the  cystic 
duct.  The  cystic  duct  was  narrow  and  calculi  could 
be  palpated  within  it.  The  common  duct  showed  no 
abnormality,  and  no  calculi  were  palpated  within  it. 
The  pathological  diagnosis  was:  “Chronic  cholecysti- 
tis with  cholelithiasis.”  The  patient  had  an  unevent- 
ful recovery  and  has  had  no  further  trouble. 

Summary 

Some  views  on  embryogenesis  of  the  extra  hepa- 
tic biliary  apparatus  are  quoted.  A case  of  left 
hepatic  lobe  gall  bladder  is  also  reported.  The  his- 
tory was  characteristic  for  gall  bladder  disease  plus 
an  added  twist,  consisting  of  pain  at  the  tip  of  the 
left  shoulder.  While  this  is  sometimes  seen  in  right 
liver  lobe  gall  bladder  disease,  this  patient  empha- 
sized the  symptom.  Radiologic  examination  failed 
to  reveal  gall  bladder  activity. 
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PSYCHIATRIC  RESIDENCY 


Vacancies  for  position  for  January  1,  1978  for 
those  who  have  a regular  Iowa  license  or  can  ob- 
tain one  by  reciprocity  or  via  FLEX.  Prepare  for 
career  in  private  practice,  community  clinics  or  hos- 
pital based  psychiatry.  Emphasis  on  close  super- 
vision of  intensive  individual  and  group  psycho- 
therapy, OPD,  Children’s  Unit,  Adolescent  Unit. 
Neurology  affiliation  with  University  of  Iowa.  The 
stipends  are:  1st  year,  $22,360;  2nd  year, 

$23,478;  3rd  year,  $24,674.  Intensity  and  diversity 
of  training  program  appreciated  best  by  personal 
visit: 


T.  B.  McManus,  M.D.,  Superintendent 
Mental  Health  Institute 
Cherokee,  IA  51012 
Call  Collect:  (712)  225-2594 

Equal  Opportunity  Employer 


SELF-EMPLOYED? 
WITHOUT  A 

RETIREMENT  PROGRAM? 


We  can  help  you  build  your  program 
and  save  thousands  of  dollars  in  income 
taxes  . . . 


As  a member  of  the  medical  profession, 
you  can  enjoy  the  benefits  of  a big 
company  retirement  plan  with  the  many 
tax-savings  advantages. 

Under  the  Pension  Law,  you  may  con- 
tribute up  to  $7,500  or  15%  of  your 
earned  income,  whichever  is  less,  to  an 
HR  10  plan  and  all  or  nearly  all  is  tax 
deductible.  The  earnings  on  your  plan 
accumulate  tax-free  until  you  retire. 

Why  not  let  Uncle  Sam  help  you  build 
toward  a more  comfortable  retirement? 
Equitable  of  Iowa  will  supply  informa- 
tion on  how  you  can  benefit  from  the  HR 
10  plan  rules  by  contacting: 

Quentin  De  Saix  and  Associates 
Suite  316,  Security  Bldg. 

W 101  South  Main  Avenue 
Sioux  Falls,  SD  57102 
(605)  336-3545 
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All  oral  bronchodilators  are 
pretty  much  the  same.  Right? 
Wrong! 

The  difference  is  in  their  action— both  before  and  after 
symptoms  begin.  That’s  the  reason  for  TEDRAL. 

□ effective  and  prolonged  bronchodilation  from  the 
synergistic  effect  of  ephedrine  and  theophylline 

□ ^ADRENERGIC  ACTION  RELAXES  BRONCHIAL 
SMOOTH  MUSCLE 

□ ^-ADRENERGIC  ACTION  REDUCES  BRONCHIAL 
EDEMA  AND  SECRETIONS 

□ dosage  forms  to  meet  individual  patient  needs 


For  proven  performance. . . 

Tedral  TedralSA  Tedral  Elixir 

Each  tablet  contains  1 30  mg  Each  tablet  contains  1 80  mg  anhydrous  theophylline  Each  5 ml  teaspoonful  contains  32.5  mg 

theophylline,  24  mg  ephedrine  (90  mg  in  the  immediate  release  layer  and  90  mg  in  theophylline,  6 mg  ephedrine  HCI,  and  2 mg 

hydrochloride,  and  8 mg  the  sustained  release  layer).  48  mg  ephedrine  phenobarbital.  the  alcohol  content  is  1 5% 

phenobarbital  hydrochloride  (16  mg  in  the  immediate  release  layer 

and  32  mg  in  the  sustained  release  layer),  and  25  mg 

phenobarbital  in  the  immediate  release  layer  See  next  page  for  brief  summary 

SUSTAINED  ACTION 


WARNER/CHILCOTT 

Division,  Warner-Lambert  Company 
Morris  Plains,  New  Jersey  07950 


T-GP-72-B/W 


TEDRAL® 

TEDRAL®  SA  Sustained  Action 
TEDRAL®  Elixir 


CAUTION:  Federal  law  prohibits  dispens- 
ing Tedral  SA  without  prescription. 
Description.  Tedral : each  tablet  contains 
130  mg  theophylline,  24  mg  ephedrine  hy- 
drochloride, and  8 mg  phenobarbital. 

Tedral  SA:  each  tablet  contains  180  mg 
anhydrous  theophylline  (90  mg  in  the  im- 
mediate release  layer  and  90  mg  in  the 
sustained  release  layer);  48  mg  ephed- 
rine hydrochloride  (16  mg  in  the  imme- 
diate release  layer  and  32  mg  in  the  sus- 
tained release  layer);  25  mg  phenobarbital 
in  the  immediate  release  layer. 

Tedral  Elixir:  each  5 ml  teaspoonful  con- 
tains 32.5  mg  theophylline,  6 mg  ephed- 
rine hydrochloride,  and  2 mg  phenobar- 
bital; the  alcohol  content  is  15%. 

Indications. Tedral,  Tedral  SA,  and  Tedral 
Elixir  are  indicated  for  the  symptomatic 
relief  of  bronchial  asthma,  asthmatic  bron- 
chitis, and  other  bronchospastic  disorders. 
They  may  also  be  used  prophylactically  to 
abort  or  minimize  asthmatic  attacks  and 
are  of  value  in  managing  occasional,  sea- 
sonal or  perennial  asthma. 

Tedral  SA  (Sustained  Action)  offers  the 
convenience  of  b.i.d.  dosage. 

Tedral  Elixir  is  convenient  for  persons 
who  may  have  difficulty  in  swallowing 
tablets. 

These  Tedral  formulations  are  adjuncts 
in  the  total  management  of  the  asthmatic 
patient.  Acute  or  severe  asthmatic  attacks 
may  necessitate  supplemental  therapy  with 
other  drugs  by  inhalation  or  other  paren- 
teral routes. 

Contraindications.  Sensitivity  to  any  of 
the  ingredients;  porphyria. 

Warnings. Drowsiness  may  occur.  PHENO- 
BARBITAL MAY  BE  HABIT-FORMING. 

Precautions.  Use  with  caution  in  the  pres- 
ence of  cardiovascular  disease,  severe  hy- 
pertension, hyperthyroidism,  prostatic  hy- 
pertrophy, or  glaucoma. 

Adverse  Reactions.  Mild  epigastric  dis- 
tress, palpitation,  tremulousness,  insom- 
nia, difficulty  of  micturition,  and  CNS 
stimulation  have  been  reported. 

Average  Dosage.  Prophylactic  or  Thera- 
peutic. 

Tedral:  Adults  — One  or  two  tablets  every 
4 hours.  Children  — (Over  60  lb)  one-half  the 
adult  dose. 

Tedral  SA:  Adults— One  tablet  on  arising 
and  one  tablet  12  hours  later.  Tablets  should 
not  be  chewed.  Children  — Not  established 
for  children  under  12. 

Tedral  Elixir:  Note:  One  teaspoonful  is 
equivalent  to  one-quarter  Tedral  tablet. 
Children  — One  teaspoonful  per  30  lb  body 
weight,  every  4-6  hours,  unless  prescribed 
otherwise  by  physician.  Should  be  given  to 
children  under  2 years  of  age  only  with  ex- 
treme caution.  Adults— One  to  two  table- 
spoonfuls every  four  hours. 

Supplied.  Tedral : White,  uncoated  scored 
tablets  in  bottles  of  24  (N  0047-0230-24), 
100  (N  0047-0230-51)  and  1000  (N  0047- 

0230- 60).  Also  in  Unit  Dose— package  of 
10  x 10  strips  (N  0047-0230-11). 

Tedral  SA:  Double-layered,  uncoated, 
coral/mottled  white  tablets  in  bottles  of 
100  (N  0047-0231-51)  and  1000  (N  0047- 

0231- 60).  Also  in  Unit  Dose— package  of 
10  x 10  strips  (N  0047-0231-11). 

Tedral  Elixir:  Dark  red  and  cherry-fla- 
vored in  474  ml  (16  fl  oz)  bottles  (N  0047- 
0242-16). 

STORE  BETWEEN  59°  and  86°F  (15°  and 
30°C). 

Full  information  is  available  on  request. 


GP  WANTED 

for  small  city  in  south  central  Wiscon- 
sin. New  clinic  in  process  of  being 
built. 

Presently,  one  M.D.  and  one  D.D.S. 
Need  another  M.D. 

Three  surrounding  towns  are  smaller 
and  without  an  M.D.  This  is  the  center 
for  the  area. 

Very  good  opportunity  in  a rural 
area,  but  on  an  “I”  system  to  get  to 
big  city. 


If  interested,  contact: 

Box  97 

New  Lisbon,  Wl  53950 


F.P.’s  NEEDED 

Growing  community  of  4,000+ 
needs  1-2  M.D.’s.  2 F.P.’s  in  town 
and  one  nearby.  Join  existing 
practice  or  solo  available.  Excel- 
lent recreation  and  economy.  60 
miles  from  metropolitan  cities. 
57  bed  JCAH  hospital  in  commu- 
nity. Trade  area  of  12,000+. 
Contact: 

L.  Wattier,  Administrator 
Memorial  Hospital,  Inc. 

104  West  17th 
Schuyler,  NE  68661 
(402)  352-2441 


11 


LABORATORY  AIDS 


Sponsored  by  the  South  Dakota  Society  of  Pathologists 

EMERGENCY  BLOOD  TRANSFUSIONS 

If  a patient  has  a life  threatening  hemorrhage,  large 
quantities  of  blood  may  be  needed  as  quickly  as  pos- 
sible. The  following  are  the  times  it  takes  and  the 
tests  which  can  be  performed  on  blood  before  it  is 
given  out  by  the  Blood  Bank. 

1.  Urgent — not  life  threatening.  Suggested  proce- 
dure: The  full  grouping,  typing  and  crossmatch 
is  completed.  This  will  take  a minimum  of  one 
hour  from  the  time  the  blood  is  drawn  and  in 
the  laboratory.  One  hour  should  be  allowed  for 
the  crossmatch  to  be  done. 

2.  Life  threatening  hemorrhage — the  patient  main- 
tained on  fluids.  A crossmatch  which  is  short- 
ened to  15  minutes,  plus  the  grouping  and  typ- 
ing— minimum  40  minutes. 

3.  Immediate  transfusion  necessary.  Grouping  and 
typing  without  crossmatch — minimum  time  10- 
15  minutes. 

4.  Immediate  transfusion  necessary.  No  crossmatch, 
no  grouping,  typing,  O negative  blood — minimum 
time  5 minutes. 

Although  categories  1,  2 and  3 usually  create 
no  problem,  category  4 frequently  does.  Although  it 
has  been  handed  down  for  some  time  that  O nega- 
tive blood  without  crossmatch  is  relatively  safe 
blood,  there  are  several  serious  objections  to  this 


procedure.  First,  O negative  blood  is  in  extremely 
short  supply.  Use  of  this  vital  resource  may  deprive 
other  patients  who  can  receive  no  other  type  of 
blood  of  O negative  blood  within  the  next  few 
hours  or  days. 

It  is  true  that  O negative  blood  uncrossmatched 
is  usually  not  dangerous  in  patients  who  have  re- 
ceived no  transfusions  previously  and  have  never 
been  pregnant.  The  chances  of  an  antibody  occurring 
which  could  react  against  O negative  red  cells  is 
minimal  in  this  instance.  However,  if  a patient  has 
been  previously  transfused  or  has  been  pregnant,  an 
antibody  to  one  of  the  many  blood  groups  could 
occur  and  cause  a serious  hemolytic  reaction  when 
O negative  blood  is  infused. 

I would  like  to  make  a strong  plea  that  a tube  of 
blood  be  drawn  while  emergency  procedures  are  be- 
ing administered,  properly  labelled  and  sent  to  the 
laboratory  for  a rapid  group  and  type,  then  the 
proper  group  and  type  of  the  blood  for  the  patient 
could  be  administered  even  though  compatibility 
testing  procedures  have  not  been  performed.  Com- 
patibility tests  will  be  completed  as  soon  as  possible 
after  the  blood  is  dispensed.  This  is  extremely  de- 
sirable especially  if  the  patient  has  to  be  switched 
to  another  type  or  a sufficient  supply  of  O nega- 
tive blood  is  not  available. 

John  F.  Barlow,  M.D. 

Pathologist 

Note: 

Times  and  preferences  of  the  above  may  differ.  Please 
confer  with  your  Blood  Bank  Medical  Director. 


■rank 
smson 


Now  leasing  both  cars 
and  trucks  to  help 
solve  your  total 
transportation  needs 
in  a professional 
manner. 


Contact:  Al  Borgen 

4200  WEST  TWELFTH 
P.  O.  DRAWER  P 

SIOUX  FALLS,  SOUTH  DAKOTA  57101 
(605)  336-1700 


MODERN  PRESS,  INC. 

A South  Dakota  Printer  interested  in  helping 
you  the  Physician  with  your  printing  needs. 
Please  contact  Modern  Press  if  you  need 
quality  letterheads,  envelopes,  business 
forms,  etc.  Call:  336-2377  or  Write: 

Modern  Press,  Inc. 

1209  West  Bailey 
Sioux  Falls,  S.D.  57104 
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SOUTH  DAKOTA 


Pr  esident’s  Pa 


The  Medical  School  is  starting  its  second  fourth  year  class.  The  State  of  South  Dakota  can  be  very  proud  of 
how  well  the  first  graduating  class  did  on  the  National  Boards.  As  president  of  the  South  Dakota  Medical 
Association,  I give  special  “thanks  for  a job  well  done”  to  the  dean  of  the  Medical  School  and  his  full-time 
staff.  They  have  solved  many  problems  and  produced  an  excellent  first  graduating  class. 

Take  a few  minutes  the  next  time  you  see  your  hospital  administrator  and  the  hospital  board  of  directors 
and  personally  thank  them  for  their  part  in  the  successful  education  of  South  Dakota’s  medical  students. 

The  Medical  School  and  the  Academy  of  Family  Practice  have  conducted  several  seminars  on  improving 
teaching  skills.  The  main  point  they  emphasize  is  to  plan  what  you  want  to  accomplish  and  the  skills  you 
want  the  student  to  attain.  I challenge  the  largest  part  of  the  teaching  staff  of  the  Medical  School,  which 
happens  to  be  the  practicing  physician  and  part-time  teacher,  that  you  can  do  even  better  next  year. 
First,  realize  that  all  of  you  can  be  viable,  competent,  highly  motivated  and  interesting  teachers.  Secondly, 
take  an  hour  some  night  this  week  and  write  down  a list  of  goals  that  you  think  your  practice  can  offer  a 
student.  Have  these  in  writing  so  you  can  go  over  your  expectations  with  your  students.  Halfway  through 
your  preceptorship  this  list  can  be  used  to  see  if  you,  the  teacher,  and  the  present  medical  students,  have  ful- 
filled the  goals  you  both  thought  you  would.  For  example,  some  of  my  goals  are  very  simple.  I expect  my 
students  to  learn  to  use  their  time  wisely  in  such  areas  as  learning  dictating  skills.  I expect  all  complete  his- 
tories and  physicals  to  be  dictated  in  a normal  problem  orientated  manner.  I challenge  the  student’s  prob- 
lem solving  ability  by  making  him  list  exactly  what  the  problems  are  and  what  he  is  going  to  do  about  each 
of  the  problems.  Next,  I insist  that  he  learn  how  to  dictate  a concise  hospital  discharge  summary  that  is  prob- 
lem orientated.  If  neither  of  us  understands  exactly  what  the  problems  are  and  the  plan  to  correct  the  problems, 
then  it  was  a poor  summary.  We  will  both  become  aware  of  that  shortcoming  the  next  time  the  patient  is 
seen  in  the  follow-up  clinic. 

I don’t  know  what  patients  or  particular  medical  problems  are  going  to  confront  me  next  month.  I do 
know  how  I am  going  to  teach  problem  solving  methods  and  hospital  and  clinic  record  management.  DO 
YOU  HAVE  A PLAN? 

Teaching  is  fun  and  very  rewarding.  Develop  your  own  methods  and  teaching  goals. 

Fraternally, 
J.  E.  Ryan,  M.D.,  President 
South  Dakota  State  Medical  Association 


Have  a happy  day! 


OCTOBER  1977 
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SOUTH  DAKOTA 
CHAPTER 
NEWS 

SOUTH  DAKOTA  ACADEMY  OF  FAMILY  PHYSICIANS 
3001  South  Holly  Avenue 
Sioux  Falls,  SD  57105 


CME  Form  102 

Education  Chairman  Bruce  Lushbough  of  Brookings 
requests  that  all  South  Dakota  CME  courses,  desired  for 
credit,  be  directed  to  him  at:  Brookings  Clinic,  Brookings, 
SD  57006.  He  has  the  proper  forms  (102)  that  must  be 
completed  in  the  application  process  to  get  your  program 
accredited  through  AAFP.  This  does  not  apply  to  individ- 
ual problems  but  to  proposed  program  sponsors  (eg.  VA 
series,  local  meetings,  district  meetings,  etc.) 

Nebraska  Review  Course 

For  the  past  seven  years  the  Department  of  Family 
Practice,  University  of  Nebraska  College  of  Medicine,  has 
presented  an  intensive  two  week  review  course  entitled  the 
Family  Practice  Review.  This  review  course  covers  over 
100  hours  of  instruction  and  utilizes  several  different  in- 
structional and  testing  methods  including  case  studies, 
lectures,  demonstrations  and  small  group  discussions.  Be- 
cause testing  methods  and  procedures  have  drastically 


changed  in  recent  years,  some  time  is  spent  with  the  newest 
form  of  testing  for  board  exams-patient  management  prob- 
lems. These  testing  sessions  have  been  found  to  be  an 
extremely  valuable  part  of  the  course  in  that  they  rein- 
force pertinent  information  which  is  presented. 

Due  to  the  fact  that  the  board  exams  have  been  moved 
to  August  26  and  27,  1978,  we  will  offer  our  Family  Prac- 
tice Review  to  begin  on  Monday,  February  13,  1978,  and 
will  conclude  on  Friday,  February  24,  1978,  and  again  on 
Monday,  April  10,  1978,  to  conclude  on  Friday,  April  21, 
1978. 

Anyone  interested  in  registering  for  either  of  the  courses 
or  who  desires  further  information,  should  contact: 

Richard  L.  Reimer,  Coordinator 
Continuing  Medical  Education 
University  of  Nebraska  Medical  Center 
42nd  and  Dewey  Avenue 
Omaha,  Nebraska  68105 
Telephone:  (402)  541-4452 


SDAFP  Speakers  Bureau 
Dear  SDAFP  Member: 

At  the  Black  Hills  Summer  Seminar  Annual  Meeting  our  Academy  voted  to  establish  a Speakers  Bureau.  A portion  of  this 
page  is  a questionnaire  which  we  would  appreciate  having  you  complete  immediately,  tear  out  and  return  to  R.  G.  Nemer, 
M.D.,  220  W.  5th,  Gregory,  SD  57533. 

The  hope  is  to  develop  a number  of  areas  of  interest  and  will  include  establishing  rapport  with  various  organizations 
throughout  the  state  for  the  purpose  of  patient  education  in  fields  of  physical  health,  mental  health,  legislative  issues,  and 
the  like. 


Provided  sufficient  interest  is  shown,  we  will  hold  a developmental  training  workshop  in  conjunction  with  the  BHWSS. 


R.  G.  Nemer,  M.D.,  Chairman 
Public  Relations  Committee,  SDAFP 


SDAFP  SPEAKERS  BUREAU 
Member  Questionnaire 

Name  (Please  Print): 

Yes  I am  interested  in  learning  about/participating  in  the  Speakers  Bureau. 

No  I am  not  interested  in  learning  about/participating  in  the  Speakers  Bureau. 

My  spouse  would  , would  not  be  interested  in  participating. 

Topics  I am  able  to  speak  on/ interested  in  (optional): 


My  best  day(s)  for  participating  would  be: 

Monday  Tuesday  Wednesday  Thursday  Friday  Saturday  Sunday 

My  best  evening(s)  would  be: 

Monday  Tuesday  Wednesday  Thursday  Friday  ___  Saturday  Sunday 

Area(s)  I would  be  willing  to  speak  in:  (one  or  more) 

Local  community 

County  wide 

Area  wide 

State  wide 

Out  of  state 

Please  complete  and  mail  to:  R.  G.  Nemer,  M.D. 

220  W.  5th 
Gregory,  SD  57533 
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SOUTH  DAKOTA 


CLINICOPATHOLOGICAL  CONFERENCE 

From  the  Intern  and  Resident  Teaching  Conferences  at  the  Sioux  Valley  Hospital,  conducted  by 
the  Department  of  Pathology  of  the  Hospital  and  of  the  School  of  Medicine 
of  the  University  of  South  Dakota 


FORTY-FIVE  YEAR  OLD  CAUCASIAN  MALE  WITH 
PROGRESSIVE  RENAL  ABNORMALITY 

G.  Van  Es,  M.D.*  & R.  A.  Jaqua,  M.D.**  John  F.  Barlow,  M.D.,  FCAP*** 

Discussers  Pathologist — Editor 


CASE  NO.:  685726 

This  45-year-old  man  was  admitted  to  Sioux  Valley 
Hospital  with  swelling  of  the  ankles  of  two  weeks  duration. 

The  patient  had  considered  himself  in  good  health  until 
two  weeks  prior  to  admission  when  he  consulted  his  phy- 
sician because  of  swelling  of  the  ankles  for  which  methyl- 
clothiazide  was  prescribed.  At  that  time  he  was  found  to 
have  an  elevated  blood  pressure  and  proteinuria.  A fever 
was  also  noted  and  he  was  given  penicillin  tablets.  The 
ankle  edema  cleared  but  the  patient  continued  to  show 
3+  proteinuria  and  some  hyalin  casts.  The  patient  did  not 
complain  of  anorexia,  fever,  or  malaise.  He  had  noted  no 
nocturia,  polyuria  or  dysuria.  He  had  no  weight  loss  or 
weight  gain.  On  detailed  questioning  the  patient  did  re- 
member having  some  mild  swelling  of  the  ankles  for  a few 
days  about  a year  prior  to  admission. 

The  patient  had  frequent  respiratory  tract  infections  and 
chronic  cough  but  attributed  this  to  his  smoking  habit  of 
18-20  cigarettes  per  day.  He  had  had  aching  pain  in  his 
shoulder  on  two  occasions  but  this  was  transient.  He  had 
passed  an  insurance  examination  several  years  previously 
and  had  never  been  known  to  have  had  high  blood  pressure 
or  other  serious  disease. 

PHYSICAL  EXAMINATION:  Temperature  98 °F,  pulse 
84/min.  and  regular,  respirations  24/min.  and  regular, 
blood  pressure  150  systolic  and  100  diastolic,  weight  212 
lbs.,  height  5'10".  The  patient  was  a well  developed  mus- 
cular male  in  no  distress.  He  had  a fever  of  101. 8°F 
at  the  time  of  initial  examination  but  subsequently  the 
temperature  returned  to  within  normal  limits  for  the  rest 
of  his  hospitalization.  Examination  of  the  head  and  neck 
was  unremarkable.  There  was  mild  arterial  venous  nicking 
and  mild  attenuation  of  the  arteries  on  examination  of  the 


* Resident  in  Family  and  Community  Medicine,  Sioux 
Falls,  SD. 

**  Acting  Chairman,  Department  of  Laboratory  Medicine, 
School  of  Medicine,  University  of  South  Dakota; 
Pathologist,  Sioux  Valley  Hospital  and  Laboratory  of 
Clinical  Medicine,  Sioux  Falls,  SD. 

♦ ♦♦Pathologist,  Laboratory  of  Clinical  Medicine  and  Sioux 

Valley  Hospital;  Professor  of  Pathology,  School  of 
Medicine,  University  of  South  Dakota. 

Supported  in  part  by  Clinical  Cancer  Training  Grant  T12  CA  08032 
from  the  National  Cancer  Institute  of  the  National  Institute  of  Health 
U.S.  Public  Health  Service. 


fundi.  The  chest  was  clear  to  auscultation  and  percussion. 
The  heart  was  not  enlarged  and  there  were  no  murmurs  or 
gallops.  Examination  of  the  abdomen  revealed  no  tender- 
ness, organs  or  masses.  The  genitalia  were  normal  male. 
Rectal  examination  was  negative.  There  was  no  costoverte- 
bral angle  tenderness  Neurologic  examination  was  within 
normal  limits. 

LABORATORY  DATA:  Urinalysis — amber,  slightly 

cloudy,  specific  gravity  1.032,  pH  6.0,  protein  4+,  negative 
for  glucose,  reducing  substance,  bile,  hemoglobin;  sediment 
4-5  leukocytes/hpf,  6-8  red  cells/hpf,  many  oval  fat  bodies 
which  were  doubly  retractile.  Hemoglobin  16.0  gms/dl, 
red  count  5.45  million/mm3,  hematocrit  45  vols/dl,  mean 
corpuscular  hemoglobin  30  micromicrograms,  mean  cor- 
puscular volume  83  cubic  micra,  mean  corpuscular  hemo- 
globin concentration  36%,  total  leukocyte  count  8,200/ 
mm3  with  47%  neutrophils,  1%  neutrophilic  bands,  15% 
eosinophils,  36%  mature  lymphocytes  and  1%  monocytes. 
The  platelets  were  normal  in  number  and  morphology. 
The  red  cells  showed  slight  rouleaux  formation.  The  red 
cells  were  otherwise  normochromic  and  normocytic.  Zeta- 
crit  was  70%  (normal  40-54%).  Calcium  was  8.2  mgs/dl 
(normal  8.4-10.7  mgs/dl),  cholesterol  498  mgs/dl  (normal 
150-250  mgs/dl),  total  protein  6.8  gms/dl  with  2.7  gms/dl 
albumin,  0.2  gms/dl  alpha  I globulin,  1.6  gms/dl  alpha  II 
globulin,  1.2  gms/dl  beta  globulin  and  1.0  gms/dl  gamma 
globulin.  Lactic  dehydrogenase,  alkaline  phosphatase,  as- 
partate aminotransferase  (SGOT),  total  bilirubin,  inorganic 
phosphorus,  glucose,  blood  urea  nitrogen,  creatinine,  and 
uric  acid  were  within  normal  limits. 

An  antistreptolysin  0 titer  was  680  units  (normal  0-150 
units).  Creatinine  clearance  was  134  cc’s/minute  (normal 
105-126  cc’s/minute),  urinary  protein  756  mgs/24  hrs 
(normal  up  to  150  mgs/24  hrs).  Three  blood  cultures  re- 
vealed no  growth.  An  electrocardiogram  was  read  as  within 
normal  limits.  A chest  film  was  negative.  An  intravenous 
pyelogram  with  nephrotomography  revealed  spreading  of 
the  middle  and  upper  pole  calyces  on  the  left.  This  sug- 
gested a renal  mass  most  likely  a renal  cyst.  A renal  ultra- 
sound study  showed  a probable  benign  cyst  of  the  left  kid- 
ney. The  patient  was  felt  to  have  mild  nephrotic  syndrome 
probably  post  streptococcal.  He  was  discharged. 

The  patient  was  readmitted  to  Sioux  Valley  Hospital 
seven  months  later.  The  patient  had  been  able  to  work 
regularly.  He  had  noticed  increased  swelling  in  the  ankles 
and  a 10  lb.  weight  gain  over  the  past  several  months.  Very 
recently  his  blood  pressure  was  noted  to  be  180  systolic 
and  110  diastolic. 
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PHYSICAL  EXAMINATION:  pulse  60/min.  and  regular, 
respirations  18/min.  and  regular,  temperature  98.6°F, 
blood  pressure  150  systolic  and  98  diastolic.  There  was  2+ 
pitting  edema  of  the  ankles.  Otherwise  the  remainder  of 
the  physical  examination  was  unchanged. 

LABORATORY  DATA:  urinalysis — yellow,  slightly 

cloudy,  specific  gravity  1.016,  pH  8.0,  protein  4+,  negative 
for  glucose,  reducing  substances,  ketone  bodies,  bile  and 
hemoglobin;  sediment  many  doubly  refractile  fat  bodies. 
Hemoglobin  11.9  gms/dl,  red  count  4.07  million/mm3, 
hematocrit  33  vols/dl,  mean  corpuscular  hemoglobin  30 
micromicrograms,  mean  corpuscular  volume  81  cubic 
micra,  mean  corpuscular  hemoglobin  concentration  35%, 
total  leukocyte  count  7,900/mm3  with  70%  segmented 
neutrophils,  3%  neutrophilic  bands,  2%  eosinophils,  25% 
normal  lymphocytes.  The  red  cells  were  normochromic 
normocytic  on  smear  and  the  platelets  were  normal  in 
number  and  morphology.  Total  protein  5.5  gms/ dl  with 
2.1  gms/dl  albumin,  0.3  gms/dl  alpha  I globulin,  1.8  gms/ 
dl  alpha  II  globulin,  1.0  gms/dl  beta  globulin  and  0.3 
gms/dl  gamma  globulin.  Prothrombin  time  was  12  seconds 
with  a 13  second  control  and  partial  thromboplastin  time 
30  seconds  with  a 32  second  control.  Lactic  dehydrogenase, 
alkaline  phosphatase,  aspartate  aminotransferase,  inorganic 
phosphorus,  glucose,  and  uric  acid,  were  within  normal 
limits.  A creatinine  was  1.7  mgs/dl  and  blood  urea  nitro- 
gen 25  mgs/dl,  calcium  was  7.8  mgs/dl  (normal  8.4-10.7 
mgs/dl),  cholesterol  450  mgs/dl,  pH  7.35,  pCOa  52 
mmHg,  C02  content  29  meq/L,  sodium  137  meq/L, 
potassium  3.7  meq/L,  chloride  99  meq/L.  Creatinine  clear- 
ance was  29  ml/min.  and  a 24  hour  urine  protein  contained 
17.9  gms/day.  An  intermediate  PPD  tuberculin  skin  test 
was  negative.  A fluorescent  antinuclear  antibody  test  was 
less  than  1:10  dilution.  A preparation  for  lupus  erythema- 
tosis  was  negative.  A diagnostic  procedure  was  performed. 

DR.  VAN  ES:  In  summary,  this  was  a 45-year- 
old  male  with  a two  week  history  of  edema  with 
mild  hypertension,  proteinuria,  and  a transient  fever 
when  first  seen.  It  is  pertinent  that  he  had  had  an 
insurance  examination  several  years  previously  and 
had  no  history  of  hypertension  and  had  no  pro- 
teinuria at  that  time  apparently.  The  physical  ex- 
amination was  not  significant  except  for  some  mild 
hypertension  and  possible  mild  hypertensive  changes 
in  his  optic  fundi.  After  an  initial  high  temperature, 
the  patient  had  no  fever  apparently  for  the  rest  of 
his  hospital  stay.  A diagnosis  of  poststreptococcal 
glomerulonephritis  (PSGN)  with  mild  nephrotic 
syndrome  was  made.  Although  the  findings  are 
consistent  with  this  diagnosis;  there  are  other  find- 
ings which,  if  present,  would  give  us  more  assur- 
ance as  to  this  diagnosis.  We  have  no  history  of  a 
sore  throat  or  a pyodermal  infection  to  suggest  a 
previous  streptococcal  infection.  There  is  a history 
of  a fever  when  the  patient  was  first  seen,  and  this 
could  have  represented  a streptococcal  infection. 
Acute  PSGN  usually  manifests  itself  10-14  days 
after  a streptococcal  infection.  However,  with  skin 
infection,  there  can  be  a delay  of  up  to  three  weeks 
before  the  symptoms  and  signs  of  glomeruloneph- 
ritis are  present.  If  the  waiting  period  between  the 
acute  streptococcal  infection  and  the  manifestations 


of  glomerulonephritis  are  one  week  or  less,  one 
should  probably  consider  the  renal  process  an  acute 
exaccerbation  of  chronic  glomerulonephritis  rather 
than  acute  primary  PSGN.  The  edema  in  this 
patient  is  consistent  with  acute  PSGN  and  is  usually 
due  to  fluid  retention  rather  than  a decrease  in  the 
level  of  serum  albumin.  The  edema  of  acute  ne- 
phritis is  often  described  in  the  face  but  can  present 
in  adults  as  just  ankle  swelling.  Some  patients  with 
acute  PSGN  will  often  complain  of  anorexia,  ma- 
laise, weakness,  lethargy,  and  sometimes  headaches, 
but  our  patient  had  no  such  systemic  symptoms. 
Bilateral  flank  pain  may  be  seen  in  these  patients. 
Fever  in  PSGN  often  indicates  continuing  streptococ- 
cal infection  or  is  suggestive  of  renal  involvement 
by  lupus  erythematosus  or  periarteritis  nodosa. 
One-third  of  the  patients  may  have  gross  hematuria 
on  first  presentation  but  microscopic  hematuria  is 
much  more  common  and  a few  will  not  even  have 
microscopic  hematuria.  A mild  hypertension  in 
PSGN  is  common  in  the  range  of  140-160  systolic 
and  about  110  diastolic.  Extreme  hypertension 
is  uncommon  but  patients  can  present  with  hy- 
pertensive encephalopathy  with  headaches,  vomit- 
ing, and  other  neurologic  symptoms.  These  symp- 
toms will  abate  with  the  resolution  of  the  acute 
glomerulonephritis. 

The  laboratory  findings  are  consistent  with  acute 
PSGN.  The  patient  had  a high  specific  gravity,  pro- 
teinuria, and  microscopic  hematuria  as  well  as 
oval  fat  bodies  on  the  urinalysis.  Patients  with  acute 
PSGN  are  usually  somewhat  oliguric.  The  24-hour 
urinary  protein  is  usually  less  than  3 gms/24  hrs.  but 
very  occasionally  the  levels  can  reach  5-15  gms/24 
hrs.  Abundant  hyalin  and  granular  casts  are  fre- 
quent in  the  urinary  sediment.  Red  blood  cell  casts 
are  often  noted.  This  latter  finding  would  have  been 
very  helpful  in  establishing  the  diagnosis  of  acute 
glomerulonephritis. 

I would  like  to  emphasize  at  this  point  that  the 
microscopic  examination  of  the  urine  sediment 
should  be  done  within  20-30  minutes  as  red  cell 
casts  and  other  casts  may  degenerate  if  the  urine  is 
left  standing.  Alkaline  urine  is  particularly  notable 
for  causing  deterioration  of  casts.  Therefore,  exami- 
nation of  an  acid  urine  is  preferable. 

We  have  no  information  in  this  case  as  to  re- 
sults of  a culture  of  the  throat  for  streptococci.  In 
patients  with  PSGN,  streptococci  can  be  cultured 
from  the  throat  or  from  skin  lesions  in  a high  per- 
centage of  cases.  Positive  cultures  may  also  be  ob- 
tained from  family  members.  Our  patient  had  no 
anemia  but  mild  anemia  due  to  fluid  retention  may 
be  seen  in  patients  with  PSGN.  I cannot  explain  the 
15%  eosinophilia  on  the  basis  of  PSGN.  The  low 
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albumin  and  increased  alpha-2  globulin  fraction  on 
the  protein  electrophoresis  are  consistent  with 
PSGN.  The  elevated  antistreptolysin  of  (ASO) 
titer  is  highly  compatible  with  a previous  streptococ- 
cal infection.  The  ASO  titer  usually  starts  to  rise 
one  to  three  weeks  after  a streptococcal  infection 
and  reaches  a peak  at  six  weeks  but  may  remain 
elevated  as  long  as  six  months  after  a streptococcal 
infection.  The  ASO  titer  after  uncomplicated  strep- 
tococcal pharyngitis  is  usually  in  the  range  of  100- 
300  Todd  units;  but  in  patients  who  have  acute 
rheumatic  fever  or  acute  PSGN,  the  level  is  often  as 
high  as  500-5000  units.  There  is  no  mention  of  the 
serum  complement  in  this  patient  but  it  is  often 
depressed  in  acute  PSGN.  In  40%  of  the  patients, 
the  cholesterol  is  slightly  elevated. 

The  clinical  course  of  PSGN  has  been  thought 
to  be  very  favorable  but  more  favorable  in  children 
than  it  is  in  adults.  60%  of  adults  recover  com- 
pletely as  compared  to  90%  of  children.  The  other 
40%  of  adults  either  develop  a rapid  renal  deteri- 
oration or  develop  some  form  of  chronic  glomeru- 
lonephritis. A subacute  glomerulonephritis  may  oc- 
cur with  death  in  from  six  months  to  two  years. 

The  following  is  a list  of  conditions  that  can  be 
confused  with  acute  PSGN:  acute  exaccerbation 
of  chronic  glomerulonephritis,  acute  tubular  necro- 
sis, focal  glomerulonephritis,  hereditary  nephritis, 
anaphylactoid  purpura,  polyarteritis  nodosa,  Wege- 
ner’s granulomatosis,  Goodpasture’s  syndrome,  idio- 
pathic nephrotic  syndrome,  subacute  bacterial  endo- 
carditis, exercise  induced  urinary  abnormalities, 
and  febrile  proteinuria.  Of  these  chronic  glomerulo- 
nephritis is  a possibility  in  this  patient  as  he  did 
have  an  episode  of  edema  a year  previously.  As  I 
pointed  out  previously,  there  is  usually  a shorter  la- 
tent stage  between  the  streptococcal  infection  and  an 
acute  exaccerabation  of  chronic  glomerulonephri- 
tis than  there  is  in  the  typical  acute  PSGN.  Also 
acute  exaccerbation  of  chronic  glomerulonephritis 
may  occur  with  infections  other  than  group  A beta 
hemolytic  streptococci.  The  normal  insurance  phys- 
ical examination  several  years  previously  would  sug- 
gest that  at  that  time  he  had  no  chronic  renal 
disease.  The  absence  of  advanced  changes  in  the 
optic  fundi  or  evidence  of  chronic  hypertension  with 
left  ventricular  hypertrophy  on  the  electrocardio- 
gram or  on  chest  x-ray  also  are  pieces  of  evidence 
against  chronic  hypertension  secondary  to  chronic 
renal  disease.  Unfortunately,  I do  not  feel  chronic 
glomerulonephritis  can  be  ruled  out  by  the  data  in 
the  protocol. 

Polyarteritis  nodosa  is  a disease  which  may  be 
manifested  by  renal  disease  without  systemic 
symptoms.  The  patient’s  fever  and  eosinophilia  are 


compatible  with  that  diagnosis,  as  is  possibly  the 
arthralgia  in  his  left  shoulder.  In  polyarteritis  nodosa 
there  is  often  evidence  of  other  systemic  vasculitis, 
leukocytosis  or  anemia.  These  were  not  present  in 
this  case. 

Idiopathic  nephrotic  syndrome  would  be  a possi- 
bility in  this  case,  especially  with  the  continuation 
of  the  nephrotic  syndrome  for  several  months  after 
the  first  episode.  I would  have  guessed  that  the  high 
specific  gravity  of  the  urine,  the  acute  stress  pattern 
on  the  electrophoretic  pattern  of  serum  protein  and 
the  high  ASO  titer  makes  PSGN  the  most  likely 
diagnosis  in  the  initial  episode. 

The  patient  then  returned  for  a second  admission 
with  continued  hypertension,  weight  gain,  and  ede- 
ma. The  laboratory  data  on  the  second  admission 
are  more  compatible  with  a full  blown  nephrotic  syn- 
drome as  evidence  by  massive  proteinuria,  hypoal- 
buminemia,  and  hypercholesterolemia.  Protein 
electrophoresis  shows  a pattern  consistent  with  ne- 
phrotic syndrome.  There  is  a decreased  albumin 
and  an  increased  alpha-2  globulin  and  beta 
globulin  fraction  as  well  as  a slightly  decreased  gam- 
ma globulin  fraction  on  the  electrophoretic  pattern. 
The  patient  was  anemic  and  had  developed  evidence 
of  renal  failure  with  a slightly  elevated  serum  crea- 
tinine and  depressed  creatinine  clearance.  The  uri- 
nary sediment  on  the  second  admission  was  reported 
as  negative  but  the  urine  was  alkaline  and  the 
casts  may  have  deteriorated. 

The  differential  diagnosis  at  this  point  concerns 
a patient  who  has  nephrotic  syndrome  with  a past 
history  of  what  appears  like  PSGN.  Since  nephrotic 
syndrome  has  various  definitions,  I will  quote  Dr. 
Strauss  in  his  book  “Diseases  of  the  Kidney”.  Ne- 
phrotic syndrome  is  a clinical  entity  of  multiple 
causes  and  characterized  by  increased  membrane 
permeability  as  manifested  by  massive  proteinuria 
and  excretion  of  fat  bodies.  There  is  a variable  ten- 
dency toward  edema,  hypoproteinemia,  and  hy- 
perlipidemia. The  protein  excretion  is  usually  in  ex- 
cess of  3.5  gms/24  hrs.  for  1.73m2  of  body  sur- 
face area  in  the  absence  of  depressed  glomerular  fil- 
tration rate.  In  nephrotic  syndrome  the  albumin  is 
usually  less  than  3.0  gm/dl  and  the  cholesterol  is 
usually  over  350  mgs/dl.” 

The  differential  diagnosis  of  nephrotic  syndrome 
is  a very  impressive  list  of  entities  and  many  of 
these  have  identical  clinical  manifestations  but 
renal  biopsy  reveals  markedly  different  morphology 
with  an  associated  different  prognosis.  This  is  why 
a renal  biopsy  is  so  important  in  the  evaluation  of 
a patient  with  nephrotic  syndrome.  The  following 
is  a list  of  causes  of  nephrotic  syndrome:  renal  dis- 
eases such  as  glomerulonephritis  of  both  mem- 
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branes  and  proliferative  variety  (50%),  lipoid  ne- 
phrosis (10%),  systemic  disease  such  as  lupus  ery- 
thematosus which  can  produce  a proliferative,  mem- 
branous or  focal  glomerulonephritis,  polyarteritis 
nodosa,  diabetic  glomerulosclerosis,  amyloidosis, 
multiple  myeloma,  and  myxedema.  Venous  obstruc- 
tion can  cause  a nephrotic  picture.  Renal  vein 
thrombosis  is  the  most  common  of  these  but  there  is 
some  doubt  whether  renal  vein  thrombosis  is  the 
primary  cause  of  the  problem  or  secondary  to  the 
primary  disease  process.  Diabetic  glomerulonephro- 
sis  is  unlikely  as  there  is  no  history  of  diabetes  and 
lupus  nephritis  is  unlikely  because  the  patient  had  a 
negative  fluorescent  antinuclear  antibody  test  and 
negative  preparation  for  LE  cells.  Inferior  vena 
caval  obstruction  by  thrombosis  or  tumor  can  pro- 
duce nephrotic  syndrome.  Constrictive  pericarditis 
and  tricuspid  stenosis  as  well  as  severe  congestive 
heart  failure  are  known  causes  of  nephrotic  syn- 
drome. Certain  infections  such  as  subacute  bacterial 
endocarditis  and  occasionally  tuberculosis  have  been 
known  to  produce  nephrotic  syndrome.  The  patient 
had  a negative  skin  test  for  tuberculosis  and  three 
negative  blood  cultures  tending  to  exclude  these 
entities  in  our  patient.  Secondary  syphilis  and  vari- 
ous viral  diseases  have  been  associated  with  ne- 
phrotic syndrome.  Allergic  conditions  such  as  serum 
sickness  and  bee  venom  bite  have  been  implicated 
as  causes  of  nephrotic  syndrome.  Heavy  metal 
poisoning  such  as  with  mercury  or  gold  have  been 
known  to  cause  nephrotic  syndrome.  Amyloidosis 
can  cause  nephrotic  syndrome  without  any  other 
evidence  of  organ  involvement  and  cannot  be  ex- 
cluded in  this  case.  Amyloidosis  can  also  produce 
nephrotic  syndrome  as  a secondary  manifestation 
in  entities  such  as  osteomyelitis,  regional  enteritis, 
rheumatoid  arthritis,  multiple  myeloma,  leprosy  and 
malignancy.  However,  secondary  amyloidosis  with 
involvement  of  the  kidney  is  associated  with  hepa- 
tosplenomegaly  and  manifestations  of  the  primary 
disease.  Even  in  primary  amyloidosis  there  is  often 
involvement  of  skeletal  muscle  with  macroglossia  or 
involvement  of  heart  muscle.  Hypertension  is  usual- 
ly not  a prominent  feature  in  patients  who  present 
with  nephrotic  syndrome  secondary  to  amyloido- 
sis. Regardless,  often  amyloidosis  cannot  be  diag- 
nosed before  biopsy  or  autopsy. 

I have  discussed  why  I do  not  think  this  patient 
had  polyarteritis  nodosa.  I have  no  reason  to  suspect 
any  cause  of  renal  vein  obstruction.  I believe  the 
most  likely  process  explaining  this  patient’s 
problem  is  a subacute  or  chronic  glomerulonephritis. 

*Nephrologist,  Veterans  Administration  Hospital,  Sioux 
Falls,  SD;  Associate  Professor  of  Medicine,  School  of 
Medicine,  University  of  South  Dakota. 


This  diagnosis  is  suggested  because  the  patient’s 
disease  had  been  going  on  at  least  seven  to  eight 
months.  In  this  general  category  of  chronic  glo- 
merulonephritis I have  included  idiopathic  membra- 
nous glomerulonephritis,  an  entity  which  fits  well 
with  this  patient’s  clinical  picture  except  that  there  is 
usually  not  an  episode  of  previous  streptococal  in- 
fection. Another  suggestion  is  that  this  patient  had 
chronic  glomerulonephritis  initially  and  was  under- 
going an  exaccerbation  when  first  seen.  I cannot 
escape  the  evidence  of  preceding  streptococcal  in- 
fection in  this  case  and  implicating  it  in  the  patho- 
genesis of  the  patient’s  disease.  However,  nephrotic 
syndrome  is  not  a common  finding  in  patients  with 
poststreptococcal  renal  disease  but  it  can  occur.  I 
think  that  the  diagnostic  procedure  performed  was  a 
renal  biopsy. 

DR.  VAN  ES’  DIAGNOSIS 

Post  Streptococcal  Glomerulonephritis, 
Chronic  or  Subacute 

*DR.  CHARLES  GUTCH:  I went  through  some 
of  the  same  agonies  in  the  differential  diagnosis  of 
this  patient  that  you  did.  From  the  preceding  discus- 
sion, I think  you  can  realize  that  there  is  tremendous 
confusion  in  the  field  of  renal  disease  in  areas 
of  clinical  picture,  pathophysiology,  and  histopath- 
ology.  The  whole  area  is  in  a state  of  flux.  PSGN 
is  a classic  example  of  an  immune  related  glomer- 
ulopathy. However,  after  spending  four  years  in 
an  active  nephrology  clinic  before  coming  to  Sioux 
Falls,  we  were  not  able  to  find  a single  case  of 
documented  PSGN  causing  nephrotic  syndrome.  We 
were  following  at  that  time  anywhere  from  10-15 
cases  of  nephrotic  syndrome  at  any  given  time.  In 
our  experience  in  that  clinic,  lupus  erythematosus 
was  the  major  cause  of  nephrotic  syndrome.  Either 
PSGN  is  less  common  than  it  used  to  be  or  we 
have  separated  out  from  this  entity  a number  of 
other  conditions. 

Clinical  classification  of  renal  disease  might  be 
made  by  considering  all  those  diseases  which  are 
characterized  by  proteinuria  as  glomerulopathies. 
This  is  true  whether  there  is  mainly  protein  or  an 
associated  nephritic  aspect  with  hematuria  in  the 
disease.  Now  the  question  is  what  is  producing  this 
abnormality  of  the  glomerulus?  The  primary  mech- 
anism of  damage  is  usually  on  an  immune  basis  al- 
though the  details  of  the  pathogenesis  of  this  dam- 
age are  poorly  understood.  Immune  glomerular 
damage  may  be  either  seen  in  primary  renal  disease 
or  in  diseases  which  affect  other  organ  systems. 
The  diseases  may  either  be  rapidly  or  slowly  pro- 
gressive. The  case  under  discussion  today  is  probably 
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an  example  of  immune  glomerular  damage  but  I 
suspect  it  is  of  a chronic  nature. 

DR.  R.  A.  JAQUA:  With  the  advent  of  newer  tech- 
niques in  the  processing  and  interpretation  of  renal 
biopsies,  there  has  been  accumulation  of  a tremen- 
dous amount  of  information.  It  is  complex  and 
sometimes  confusing  but  there  are  many  meaningful 
generalizations  whch  can  be  made  both  from 
human  and  experimental  studies. 

When  a decision  has  been  made  that  a renal  bi- 
opsy is  indicated,  there  are  several  procedures  which 
must  be  followed  in  order  to  gain  maximal  informa- 
tion from  the  tissue  specimen.  We  presently  must 
have  some  of  these  studies  performed  at  other  uni- 
versity centers;  however,  we  expect  to  be  able  to 
offer  the  full  spectrum  of  light,  immunofluores- 
cence and  electron  microscopy  locally  in  the  near 
future. 

Light  microscopy  has  always  been  the  standard 
method  of  examination  of  renal  biopsy  specimens. 
However,  special  handling  with  the  preparation  of 
thin  sections  and  the  performance  of  special  stains 
is  necessary  to  extract  all  of  the  diagnostic  infor- 
mation detectable  by  the  light  microscope. 

Immunofluorescent  microscopy  has  revolution- 
ized the  field  of  renal  pathology.  There  are  vari- 
ations; however,  most  of  the  glomerular  diseases  are 
characterized  by  a phenomenon  of  immune  complex 
deposition  which  is  evidenced  by  a granular  pattern 
on  immunofluorescence.  The  other  principal  patho- 
genetic pattern  is  due  to  antibodies  to  glomerular 
basement  membrane  producing  a linear  pattern  of 
immunofluorescence.  There  are  several  other  less 
common  variants. 

The  following  are  some  of  the  substances 
which  can  be  detected  in  the  glomeruli  by  immuno- 
fluorescence: immunoglobulins  IgG,  IgA,  IgM,  and 
kappa  and  lambda  light  chains;  complement  frac- 
tions C3,  C4,  Ciq,  properdin;  and  fibrinogen.  The 
complement  components  suggest  whether  the  classic 
or  the  alternate  pathway  of  complement  activation 
has  been  activated  in  the  disease  process.  The 
amount  of  fibrinogen  may  be  too  small  to  be  de- 
tected by  other  techniques  but  can  be  demonstrated 
by  immunofluorescence.  Fluorescein  conjugated 
anti-albumin  and  anti-alpha-2  macroglobulin  are 
used  as  controls. 

Electron  microscopy  has  been  searching  for  some 
years  for  a relevant  use  and  has  found  a niche  in 
the  evaluation  of  renal  biopsy  specimens.  There  are 
renal  diseases  where  only  electron  microscopy  can 
give  the  final  diagnosis.  A good  example  was  a case 
which  we  sent  to  the  University  of  Minnesota  some 
years  ago  in  which  the  electron  microscope  was  able 
to  discern  the  early  changes  of  amyloidosis  which 


could  not  be  detected  on  light  microscopy  or  im- 
munofluorescence microscopy  even  in  retrospect. 

In  today’s  case,  we  are  very  fortunate  to  have  an 
open  biopsy  which  gives  us  a relatively  large  amount 
of  material  to  study.  The  usual  specimen  is  obtained 
by  percutaneous  needle  biopsy  and  contains  fewer 
glomeruli.  The  specimen  has  to  be  split  into  por- 
tions for  light  microscopy,  immunofluorescence  mi- 
croscopy, and  electron  microscopy.  Occasionally 
there  are  no  glomeruli  in  one  of  these  specimens. 
Light  microscopy  requires  rather  routine  fixation 
but  immunofluorescence  microscopy  requires  that 
the  tissue  be  quickly  frozen.  There  is  a special  fixa- 
tive for  the  material  to  be  studied  by  the  electron 
microscope.  The  processing  of  specimens  is  critical 
and  requires  a highly  trained  technologist,  prefera- 
bly present  at  the  time  the  biopsy  is  obtained. 

The  lower  power  light  microscopic  view  of  the 
specimen  obtained  from  this  patient  illustrates  that 
the  glomeruli  are  widely  separated  and  there  is  no 
evidence  of  tubular  atrophy,  interstitial  scarring,  or 
edema  (Fig.  1).  The  absence  of  these  changes  tends 


Figure  1 

Well  separated  glomeruli  with  intact  tubules  showing  no 
evidence  of  atrophy,  interstitial,  edema  or  fibrosis. 


to  exclude  renal  vein  thrombosis.  This  higher  power 
view  of  the  glomerulus  (Fig.  2)  shows  the  basement 
membrane  areas  of  the  glomerular  capillaries  to  be 
diffusely  thickened  without  the  proliferation  of  cells. 
Special  stains  help  us  to  further  elucidate  this  proc- 
ess. In  the  Jones  methenamine  silver  stain,  the  base- 
ment membrane  is  stained  black.  One  can  see  that 
the  basement  membrane  is  not  thickened  but  that 
there  are  protrusions  of  silver  staining  material  about 
rarified  areas.  (Fig.  3)  A periodic  acid  Schiff  stain 
(PAS)  shows  a similar  pattern.  This  is  called  spik- 
ing of  the  basement  membrane.  The  abnormality  is 
on  the  epithelial  side  of  the  basement  membrane. 
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Figure  2 

Glomerulus  showing  uniform  thickening  of  glomerular  cap- 
illary basement  membranes  without  evidence  of  cellular 
proliferation. 


Figure  3 

Portion  of  silver  stained  glomerulus  showing  spiking  phe- 
nomenon referred  to  in  text. 


One  can  see  intact  basement  membrane  with  pro- 
trusions of  basement  membrane-like  material  be- 
tween non  staining  deposits. 

Immunofluorescence  staining  demonstrated  ex- 
tensive granular  deposition  of  material  around  per- 
ipheral glomerular  capillary  loops.  This  is  the  typi- 
cal pattern  of  the  immune  complex  disorder.  This 
pattern  was  seen  with  anti-IgG  which  is  the  sub- 
stance present  most  frequently  in  membranous 
glomerulonephropathy  or  glomerulonephritis.  There 
was  a notable  absence  of  accumulation  of  immuno- 
fluorescent  material  in  the  mesangial  areas.  C-3  was 
also  present  in  these  granular  deposits.  This  may  or 
may  not  be  present  in  membranous  glomerulopathy. 

*Pathology  Resident,  Sioux  Valley  Hospital,  Sioux  Falls, 
SD. 


The  glomerulus  also  showed  a similar  but  less  in- 
tense pattern  after  immunofluorescent  staining  with 
IgM.  This  is  unusual  in  membranous  glomerulone- 
phropathy and  suggested  the  diagnosis  of  lupus 
erythematosus,  the  great  imitator  in  glomerular  dis- 
ease. The  other  clinical  and  laboratory  findings  must 
be  used  to  eliminate  this  diagnostic  possibility. 

Lastly,  we  have  the  electron  microscopic  picture. 
There  are  irregular  dense  deposits  on  the  epithelial 
side  of  the  lamina  densa  which  confirm  the  other 
findings  suggesting  the  immune  complex  deposition 
disease  labelled  membranous  glomerulopathy. 

Even  with  all  the  various  processes  there  is  still  a 
differential  diagnosis  in  this  picture  of  membranous 
glomerulonephropathy.  This  includes  lupus  neph- 
ropathy, idiopathic  membranous  glomerulonephro- 
pathy, and  renal  vein  thrombosis.  The  absence  of 
interstitial  fibrosis  and  edema  is  a point  against  renal 
vein  thrombosis.  The  negative  lupus  cell  prepara- 
tions and  negative  fluorescent  antibody  tests  tend  to 
exclude  lupus.  As  Dr.  Van  Es  mentioned  in  addi- 
tion, in  lupus  glomerulonephropathy  there  is  usually 
a focal  glomerulitis  which  was  not  present  in  this 
case. 

FINAL  ANATOMIC  DIAGNOSIS 
IDIOPATHIC  MEMBRANOUS 
GLOMERULOPATHY 


*DR.  W.  D.  PUTNAM:  How  does  this  differ  from 
PSGN? 

DR.  JAQUA:  PSGN  is  a proliferative  disorder  and 
the  glomeruli  would  show  endothelial  or  mesangial 
cell  proliferation  and  no  significant  basement  mem- 
brane thickening.  The  immunofluorescence  pattern 
may  not  differ  to  any  great  extent.  Also  as  Dr. 
Gutch  pointed  out  the  full  blown  nephrotic  syn- 
drome is  uncommon  in  PSGN.  Most  patients  who 
progress  to  renal  failure  from  PSGN  do  not  develop 
membranous  glomerulopathy  but  show  either  rapid- 
ly progressive  glomerulopathy  or  a chronic  scleros- 
ing glomerulopathy. 

DR.  PUTNAM:  Often  glomerulonephritis  is  divided 
as  to  whether  complement  levels  are  normal  or  de- 
pressed. Could  you  explain  what  complement  com- 
ponents should  be  evaluated  in  trying  to  arrive  at 
the  etiological  diagnosis  of  glomerulonephritis? 

DR.  JAQUA:  In  membranous  glomerulonephro- 
pathy the  levels  of  complement  are  not  usually  de- 
pressed but  they  are  in  PSGN  and  in  membrano- 
proliferative  glomerulonephropathy. 

DR.  GUTCH:  In  PSGN,  the  depression  of  comple- 
ment is  transient  while  in  membranoproliferative 
disease  the  depression  of  complement  is  often  more 
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persistent.  Percentages  vary  from  series  to  series. 
*DR.  DAVID  YECHA:  Are  there  any  prognostic 
implications  that  can  be  derived  from  these  extensive 
studies  of  renal  biopsy  specimens? 

DR.  GUTCH:  Acute  PSGN  has  generally  been 
considered  to  have  a good  prognosis.  However, 
both  in  adults  and  in  children,  whether  the  prog- 
nosis is  as  good  as  suggested  is  open  to  question.  It 
has  been  shown  that  over  long  periods  of  follow-up 
that  some  of  these  patients  may  indeed  develop 
renal  impairment.  Whether  all  this  renal  impairment 
is  a reflection  of  the  previous  PSGN  is  not  sure  as 
further  studies  will  have  to  be  made. 

In  membranous  glomerulonephropathy,  as  in  our 
case  today,  it  has  been  shown  by  Cameron  after 
five  years  approximately  70%  of  the  patients  were 
doing  relatively  well  without  hypertension  and  with- 
out appreciable  renal  impairment.  However,  at  ten 
years  about  two-thirds  of  the  patients  had  progressed 
to  chronic  renal  disease.  In  other  words,  the  dis- 
ease has  a fairly  good  prognosis  for  short  term 
survival,  but  the  chances  of  renal  deterioration  at 
the  ten  year  level  or  beyond  are  very  excellent. 


* Resident  in  Family  and  Community  Medicine,  Sioux  Falls, 
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So  called  mesangial  or  membranoproliferative 
glomerulonephritis  tends  to  have  a much  more  rapid 
deterioration  of  renal  function  over  a three  to  five 
year  period. 

In  regard  to  treatment,  it  should  be  remembered 
that  15-20%  of  patients  with  clinical  nephrotic  syn- 
drome with  the  entities  discussed  may  spontaneously 
have  remissions.  There  is  also  a steroid  responsive 
group  who  will  show  remission  with  a course  of 
six  to  eight  weeks  of  corticosteroids.  Another  group 
will  respond  but  become  steroid  dependent  and 
show  an  exaccerbation  within  a few  months  if  ster- 
oids are  withdrawn.  There  is  still  another  group 
which  will  respond  but  not  have  long  term  remis- 
sions after  a similar  course  of  therapy.  In  general 
about  75-80%  of  the  patients  will  have  some  re- 
sponse to  steroids  leaving  an  irreducable  steroid 
resistant  group  with  clinical  nephrotic  syndrome. 
It  is  not  known  whether  steroids  really  affect  the 
long  term  survival. 
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Consider  joining  the  South  Dakota  Air 
National  Guard. 

You'll  be  quite  surprised  at  all  we  can 
do  for  you. 

We'll  send  you  to  professional  seminars 
in  Hawaii,  Washington  D.C.,  or  most 
anywhere  in  the  country,  because  we  know 
keeping  up  to  date  is  vitally  important. 

And  we'll  help  you  work  toward  your  spec- 
ialty boards,  providing  training,  hours 
required,  and  paying  you  at  the  same  time. 

Interested  in  your  aviation  medical 
examiner's  certificate?  There's  no  better 
method  of  obtaining  it  than  through  the 
Air  National  Guard.  After  all,  flight  is 
our  business. 

As  a medical  doctor,  you  sign  on  for  3 
years,  and  automatically  attain  at  least 
the  rank  of  Captain. 

Additionally  you'll  have  access  to  the 
commissary  and  base  exchange,  free  med- 
ical care  and  free  'space  available' 


Problem  Solving  in  Diagnostics  and 
Therapeutics  of  Neurology 


A Series  of  24  Lectures 


Lecture  #22 


TREATMENT  OF  “FALLING” 


by 

George  C.  Flora,  M.D.11 


Medical  training  instills  a pattern  of  rigidity 
which  is  difficult  to  appreciate.  We  are  disease  ori- 
ented and  indoctrinated  in  a pattern  of  thought  in 
which  one  elicits  a history,  does  a physical,  and 
makes  a diagnosis.  We  are  so  diagnostically  involved 
that  we  overlook  “deficits”  for  which  we  are  con- 
sulted. What  is  difficult  to  appreciate  is  that  pa- 
tients, who  come  because  they  are  falling  and  many 
times  injuring  themselves,  need  advice  about  “fall- 
ing.” 

Physicians  conclude  that  the  answer  to  why  the 
patient  is  falling  is  the  reason  for  the  visit,  and 
when  the  answer  is  determined,  then  the  treatment 
of  the  diagnosis  is  initiated,  be  it  ataxia,  myelopathy, 
neuropathy,  cerebral  intoxication,  “drop  spells,”  or 
seizures,  but  the  “falling”  is  ignored. 

It  is  the  patients  who  retrain  the  physician  with 
the  simple  statement  of  fact,”  But  Doc,  I’m  still  fall- 
ing.” It  is  in  this  manner  that  patients  force  us  into 
a common  sense  approach  to  the  serious  problems 
of  “falling.”  To  treat  a patient  who  is  falling  begins 
by  inquiring  as  to,  “Where  do  you  fall?”.  A sur- 
prisingly large  number  have  a consistent  pattern — 
one  group  in  the  bathroom,  a second  group  “right 
there  by  the  divan  on  the  throw-rug,”  a third  group 
“on  the  steps  when  I’m  carrying  the  clothes,”  a 
fourth  group  “outside,  off  the  sidewalk.”  When  one 
hears  these  locations,  a clue  for  therapy  is  available. 
The  group  that  falls  in  the  bathroom  are  those  who 
have  quite  severe  disability  and  who  are  not  agile. 
They  have  learned  to  adjust  in  the  crowded  space 
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of  the  lavatory,  to  get  on  and  off  the  stool,  to  do 
self-care  at  the  basin,  to  get  in  and  out  of  tubs,  by 
hanging  onto  anything  available  for  added  support. 
They  stretch  themselves  to  gain  a handhold  on  a 
sink,  a slippery  tub-side,  a flimsy  towel-rack,  a 
full  “paper-holder”  and  seldom  recognize  their  error. 
Even  when  the  towel-rack  or  paper-holder  is  pulled 
from  the  wall.  When  the  complaint  of  falling  in  the 
bathroom  is  heard,  the  treatment  is  firm,  convenient 
hand  supports  placed  into  the  2x4’s  of  the  walls  in 
appropriate  places  today!!!  These  hand  supports  are 
obtainable  in  all  decorating  motifs  and  are  reason- 
ably priced.  They  give  support  in  and  out  of  the  tub, 
give  support  brushing  teeth,  shaving,  or  applying 
makeup,  and  prevent  lacerations  and  fractures.  For 
this  complaint,  the  physician’s  best  PDR  is  a plumb- 
er’s supply  catalog. 

Over  the  years,  the  patients  who  are  seen  in  the 
emergency  room  or  who  are  noticed  to  be  battered 
and  bruised  on  clinic  visits,  and  who  have  a pattern 
of  falling  in  one  place  in  their  living  area,  are  num- 
erous. The  ones  that  fall  by  the  “divan,”  by  the 
“chair,”  there  at  the  “front  door,”  are  again,  pa- 
tients who  have  degrees  of  ambulatory  deficit  to 
which  they  are  ordinarily  quite  well  accommodat- 
ed, but  who  consistently  fall  when  walking  over 
“throw-rugs.”  Patients,  who  have  taken  seven  falls 
on  a single  rug,  never  think  about  discarding  the 
rug,  or  if  they  have,  it  is  a “favorite”  of  the  spouse. 
Throw-rugs  in  the  home  or  business  environments 
of  people  who  have  trouble  walking,  are  lethal  and 
serve  absolutely  no  defensible  purpose.  The  treat- 
ment for  this  falling  is  simple,  discard  the  rug 
today!!! 
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Another  group  consistently  fall  “between  rooms.” 
These  patients  acclimate  to  maneuverability  in  their 
homes  by  using  hand-assists  to  get  from  one  place 
to  another.  A “long  hallway”  is  frequently  their  un- 
doing. It  is  often  a long  distance  with  nothing  to 
hang  onto  but  the  wall.  The  falls  within  the  hallway 
are  treated  by  one  handrail  fixed  to  the  wall  2x4 
with  strong  screws. 

Another  group  of  patients  who  are  severely  trau- 
matized have  taken  falls  while  climbing  stairs.  Often, 
from  the  first  fall,  hand-holds  are  emphasized  and 
the  steps  are  kept  uncluttered  and  dry.  In  spite  of 
that,  the  patients  continue  to  fall  and  it  becomes 
baffling.  The  answer  is  usually  that  the  patients  are 
trying  to  “carry  something.”  These  patients  have 
disabilities  of  ambulation  but  they  continue  to  try  to 
“do  for  themselves.”  They  wanted  to  get  something 
from  “the  freezer”  (located  in  the  basement)  and 
going  down  goes  well,  but  in  trying  to  maneuver  the 
stairs  while  carrying  “something”  causes  them  to 
fall. 

Many  of  these  patients  will  lie  about  it  because 
they  have  been  lectured  not  to  use  stairs  unneces- 


sarily. Only  by  confronting  them,  will  they  admit 
that  they  fall  only  when  their  hands  are  full  and 
they  can’t  use  the  good  handrails  adequately.  Once 
it’s  stressed,  the  “falling”  may  cease. 

The  group  of  patients  who  have  ambulatory 
deficit,  but  are  able  to  go  any  place  and  do  anything 
with  no  difficulty,  may  come  complaining  of  falling 
“outside.”  These  are  humans  who,  by  reason  of 
ataxia,  hemiplegia,  paraplegia,  muscle  weakness  or 
other  deficits,  have  learned  to  be  mobile  within 
the  home  or  outside  the  home  doing  their  labors  by 
well-learned  patterns  of  cautious  movement,  using 
crutch,  cane,  or  wheelchair  as  needed,  but  who  want 
to  “go  out  in  the  backyard,”  “to  pick  a wildflower,” 
or  “to  walk  down  the  beach”  for  recreation.  The  un- 
evenness of  “ground”  is  treacherous  to  people  who 
do  not  walk  easily.  On  floors,  sidewalks,  drive- 
ways, in  stores,  they  do  beautifully,  but  on  “ground,” 
“beach,”  or  “field,”  they  take  frequent  falls  and  do 
bodily  injury.  The  avoidance  of  the  “excursion” 
is  sensible  and  not  cruel  advice!!!  “Riding  a wheel- 
chair” to  the  picnic  or  “driving  to  the  dock  in  a 
car”  is  good  therapy  for  this  falling. 


Homemade  Oxygen 

The  Bendix  Respiratory  Support  System,  RSS,  uses  normal  room  air  as  its  sole 
source  for  delivering  continuous,  concentrated  oxygen  to  patients  who  require 
oxygen-enriched  air. 
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309  W.  14th  • Sioux  Falls,  S.  Dak.  57104 
Phone  605/339-1881 

We  Deliver  and  Install 
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PATIENT  PACKAGE  INSERTS:  A 
CONCEPT  WHOSE  TIME  HAS  COME? 


The  consumer's  right  to  know  is  an  ir- 
reversible and  desirable  trend  of  the 
Seventies.  It  extends,  and  properly,  to  a 
patient’s  right  to  know  more  about  his 
or  her  prescription  medications.  One 
way,  gaining  favor,  is  through  patient 
package  inserts.  Wisely-prepared  and 
properly  distributed  when  medically  in- 
dicated, they  could  markedly  improve 
patient  knowledge  and  drug  therapy- 
laudable  goals  by  anyone’s  standards. 

The  PMA  endorses  these  goals  and 
will  work  with  government,  the  health 
professions  and  consumers  to  achieve 
them. 

The  Advantages 

The  concept  holds  promise  of  benefits: 
better  patient  understanding  of  the 
product  prescribed,  better  adherence 
to  the  treatment  plan,  and  more  aware- 
ness of  possible  side  reactions. 

Every  doctor  has  had  patients 
who  fail  to  finish  antibiotic  regimens 
because  they  feel  better.  Some  patients 
assume  that  if  one  tranquilizer  or 
analgesic  is  good,  two  may  be  twice  as 
good.  Still  others  fail  to  report  dizzi- 
ness while  on  antihypertensive  therapy 
—and  so  on. 

Problems  like  these  might  arise 
less  often  if  the  patient  received  writ- 
ten information  in  addition  to  verbal 
instructions.  Some  studies  suggest 
that  patients  are  more  receptive  to 
such  materials,  and  they  more  often 
understand  the  verbal  instructions  and 
follow  them,  when  inserts  are  used. 

The  Disadvantages 

There  are  also  some  potential  prob- 
lems. Obviously,  the  inserts  must  be 
clearly  phrased,  without  extraneous  or 
complex  detail.  How  much  information 


is  enough?  How  can  it  be  kept  current? 
Should  all  patients  receive  the  same 
information?  Should  inserts  be  in- 
cluded with  all  drugs?  Should  only 
potential  problems  be  listed  or  are 
patients  better  off  with  a “fair  balance” 
presentation  that  describes  usefulness 
as  well  as  drawbacks? 

These  and  similar  questions 
require  answers,  since  model  inserts 
have  yet  to  be  properly  developed  and 
tested.  Despite  the  need  for  these 
studies,  the  FDA  is  proceeding  pre- 
maturely with  inserts  on  selected 
products.  We  think  the  Congress  is  the 
only  place  where  the  matter  can  be 
given  the  proper  legal  status  and 
direction,  particularly  since  it  repre- 
sents a conceptual  change  in  the  legal, 
medical  and  social  framework  of  the 
nation's  prescription  drug  information 
system. 

The  Solution 

The  PMA  believes  that  carefully- 
devised  pilot  studies  of  various  kinds 
of  inserts  are  needed.  They  should  be 
developed  and  implemented  with  full 
participation  by  doctors,  pharmacists, 
consumers,  communications  experts 
and  the  drug  industry.  Such  studies 
will  provide  reliable  pathways  to 
follow,  so  that  inserts  will  be  useful 
aids  to  medical  practice. 

And  particularly  we  think  that 
you  should  be  closely  involved  in  this 
debate  and  in  these  studies  and  deci- 
sions. Otherwise,  people  with  less 
experience  and  qualifications  may 
control  the  purposes,  content  and  use 
of  a tool  with  considerable  promise  for 
improved  patient  care.  It  could  make  a 
difference  in  your  practice  tomorrow, 
and  more  importantly,  in  the  health 
of  your  patients. 
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Editorial 


NATIONAL  HEALTH  INSURANCE* 


by 


J.  H.  Sullivan,  M.D.** 


I would  like  to  present  a few  facts,  a few  ques- 
tions, and  a few  answers  regarding  the  possibility 
of  National  Health  Insurance  for  America.  The  facts 
are  correct.  We  must  disseminate  this  information 
to  educate  our  citizens  and  forewarn  them  of  this 
bureaucratic  nightmare. 

The  tragic  flaw  in  any  federal,  social,  or  health 
program  is  the  bureaucracy  formed  which  controls 
it.  This  usually  comprises  20-50%  of  the  total  ex- 
penditure of  these  funds. 

Social  welfare  spending  hit  an  all  time  high  in 
1976.  The  Department  of  HEW  says  that  during 
1976  social  welfare  programs  cost  the  nation’s  tax- 
payers 331  billion  dollars  (45  billion  more  than 
it  cost  the  same  taxpayers  in  fiscal  1975).  Social 
welfare  programs  in  1976  cost  each  American  citi- 
zen, man,  woman  and  child,  $1,760.19.  In  1960 
only  26%  of  the  federal  budget  was  spent  on  social 
welfare  programs,  but  in  1976,  56%  of  the  federal 
budget  was  spent  on  social  welfare  programs. 

A very  interesting  statistic  is  that  6.6%  of  the 
income  of  the  nation’s  families  went  toward  total 
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health  care  cost  in  the  United  States  which  totaled 
140  billion  dollars  in  1976.  This  includes  insurance, 
medicine,  medical  bills,  hospital  bills,  glasses, 
dentures,  etc.  The  taxes  paid  to  the  United  States, 
State  and  local  governments  took  34%  of  the  in- 
come of  families  of  this  United  States. 

Why  do  we  have  rising  health  care  cost?  No 
longer  can  Washington  accuse  us  doctors  of  being 
some  50,000  short  in  numbers.  Washington  cannot 
refute  the  peerless  excellence  of  American  medicine 
as  compared  to  world  wide  medicine.  Washington 
cannot  deny  what  the  polls  show,  and  that  is  that 
most  Americans  are  satisfied  with  the  quality  and 
of  the  availability  of  their  care.  Rising  costs  are 
being  exploited  as  an  excuse  for  an  all  out  move 
against  the  private  practice  of  medicine  and  health 
care.  We  doctors  are  concerned  about  the  cost  issue, 
but  contrary  to  the  thinking  of  most  politicians,  we 
are  not  the  culprit.  The  climb  in  cost  is  largely  due 
to  impersonal  factors  that  far  exceed  the  personal 
ability  of  any  health  care  provider  to  control  them. 
They  are:  1.  growth  and  expansion  of  clinical  com- 
petence and  technology;  2.  growth  of  health  insur- 
ance and  its  incentives  to  better  care;  3.  the  relent- 
less surge  in  professional  liability  premiums;  4. 
greater  longevity  and  thus  a greater  incidence  of 
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chronic  illness  (in  other  words,  you  cure  one 
disease,  the  patient  lives  longer  and  is  certain  to 
get  a second  disease  process);  5.  steady  inflation; 
and  6.  most  important,  the  network  of  administra- 
tion and  procedural  expenses  engendered  by  federal 
involvement  in  health  care. 

Did  you  know  that  hospitals  employ  5 times  as 
many  people  as  the  automobile  industry?  (2  million 
people  work  in  hospitals).  Did  you  know  what  the 
impact  of  an  increase  in  the  minimum  wage  on 
hospital  cost  is?  Raising  the  minimum  wage  in  areas 
such  as  housekeeping,  laundry,  and  kitchen  also 
causes  a ripple  “effect”  which  raises  salaries  of  other 
personnel  to  maintain  a rational  wage  structure.  A 
300  per  hour  increase  in  1974  of  the  minimum  wage 
initially  had  an  impact  of  29  million  dollars  on  hos- 
pital wages,  but  the  ripple  effect  had  an  impact  of 
450  million  dollars.  Did  you  know  that  each  hospital 
patient  in  the  United  States  in  1976  paid  an  average 
of  $6.00  per  day  to  cover  malpractice  costs  for  the 
hospital?  Did  you  know  that  one  in  three  hospital 
employees  have  special  training  as  opposed  to  1 in 
7 people  in  industry? 

When  socialized  medicine  and  national  health  in- 
surance fails,  as  has  happened  in  England  and  other 
countries,  the  blame  will  not  fall  on  the  government 
it  will  fall  on  the  physicians,  hospitals,  nursing 
homes,  and  pharmacists.  National  health  insurance 
will  bankrupt  this  nation  just  as  surely  as  it  has 
England.  The  private  practice  of  medicine,  like  the 
private  enterprise  American  system,  is  based  on  the 
principle  that  a person  is  entitled  to  what  he  earns 
and  pays  for. 

The  record  of  HMO  or  Health  Maintenance  Or- 
ganizations in  the  United  States  is  simply  awful. 
Co-op  health  groups  traditionally  have  administra- 
tive costs  amounting  from  50-97%  of  the  total 
money  available.  National  Health  Insurance  and 
HMO  group  medicine  invites  assembly  line  medi- 
cine. Liberal  congressmen  and  politicians  have 
ignored  the  overall  rise  in  cost  of  living  and  basic 
cost  of  inflation  which  in  essence  is  uncontrolled 
deficit  spending  by  government  itself. 

The  annual  budget  of  HEW  (which  is  a bureau 
determination  to  cut  costs  and  transform  American 
medical  health  care)  is  greater  than  the  total  cost 
of  all  health  care  in  this  nation  today.  If  honest  cost 
savings  were  the  real  issue,  the  greatest  boon  to  the 
American  citizen  today  would  be  the  abolition  not 
of  the  practice  of  private  medicine,  but  rather  the 
Department  of  HEW. 

Let’s  think  of  catastrophic  illness  and  insurance. 
Catastrophic  illness  insurance  is  thought  necessary 
by  many  but  when  the  facts  are  known  it  is  a typical 
bureaucratic  sham.  A $10,000  bill  for  the  patient 


in  the  hospital  is  extremely  rare.  Three  out  of  1 ,000 
patients  have  expenses  over  $1000  and  80%  of  these 
are  either  Medicare  or  psychiatric  patients.  A family 
of  4 in  the  25-35  age  bracket  would  pay  $52.00  a 
year  to  a private  insurance  company  for  a $10,000 
deductible  catastrophic  insurance  policy.  Studies  by 
private  insurance  companies  as  well  as  by  a govern- 
ment appointed  study  committee  reveal  that 
catastrophic  national  health  insurance  the  1st  year 
would  cost  $370.00  for  the  same  family  of  4 in 
this  25-35  age  group.  Where  is  the  extra  $318.00 
per  year  to  go?  To  bureaucratic  boondoggling. 

If  smarter  brains  could  prevail,  the  cost  of  a 
citizen’s  health  insurance  could  be  a direct  tax 
credit  against  the  federal  income  tax  so  that  a tax 
payer  could  deduct  the  entire  cost  from  his  tax  bill. 
This  would  certainly  be  superior  to  the  half-hearted 
deduction  that  now  exists. 

Any  open  ended  program  such  as  national  health 
insurance  will  encourage  unnecessary  utilization  of 
benefits.  If  our  medical  system  is  indeed  approach- 
ing a crisis  due  to  rising  costs,  it  is  not  because  of 
the  lack  of  government  planning  or  intervention  but 
rather  because  of  the  sheer  weight  of  all  government 
programs,  regulations  and  paper  work  they  entail. 
A government  that  cannot  even  run  a medical  pro- 
gram for  the  poor  and  aged,  or  deliver  the  mail  on 
time  at  a reasonable  cost,  can  hardly  call  itself 
qualified  to  administer  a national  health  insurance 
program.  Of  all  the  proposals  for  national  health 
insurance,  the  overwhelming  idea  is  to  try  to  provide 
cost  containment,  but  never  once  is  mentioned  the 
quality  of  medical  care. 

Our  medical  records  can  always  be  surveyed  by 
the  prying  eyes  of  bureaucrats.  The  national  health 
insurance  PSRO  standards  will  expose  even  your 
most  private  records  to  anyone  in  government.  On 
a computer  with  your  one  big  number  will  be  your 
health  record,  any  legal  problems,  income  tax  re- 
turns, bank  accounts,  parking  tickets,  court  de- 
cisions, credit  cards,  financial  statements,  mis- 
demeanors, licenses,  and  down  the  line. 

The  arrival  of  Mr.  Carter  at  the  White  House 
with  his  ideas  of  national  health  insurance  makes 
it  more  than  ever  necessary  for  Americans  to  see 
what  can  be  learned  from  Britain’s  example  for  na- 
tional health  insurance.  In  seven  years  the  number 
of  administrative  employees  of  the  British  health 
service  increased  twice,  from  780  thousand  to  1.3 
million  non-medical  administrative  employees. 
British  doctors  say  bluntly  that  their  British  National 
Health  Service  is  on  the  brink  of  collapse.  The 
British  patient  can  see  nothing  very  wrong,  even 
though  he  has  to  wait  a long  time  at  a clinic  and 
up  to  a year  or  more  for  non-urgent  hernia  opera- 
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tions.  The  reason  for  this  is  that  the  British  people 
have  never  known  anything  else.  They  are  accus- 
tomed to  second  class  standards  of  medical  service 
because  it  took  30  years  for  the  superb  medical  care 
of  Britain  to  demise.  The  truck  with  the  defective 
brakes  and  steering  is  no  less  headed  for  disaster 
in  the  early  stages  of  its  run  down  hill  than  when 
it  crashes  through  the  brick  wall  at  the  bottom.  But 
the  truck  was  actually  doomed  from  the  start  unless 
someone  had  managed  to  deflect  it. 

Even  though  Carter  advocates  national  health  in- 
surance, Senator  Kennedy  is  intent  upon  the  passage 
of  a bill  that  bears  his  name.  Senator  Kennedy  has 
said  that  if  anything  else  is  passed  for  national  health 
insurance  other  than  his  own  health  security  plan, 
this  country  will  wither  and  die.  Senator  Kennedy 
will  not  let  a Georgia  peanut  broker  take  over  his 
medical  field. 

The  financing  for  national  health  insurance  will 
amount  to  a political  and  financial  nightmare.  It  is 
anticipated  by  the  same  actuary  firm  which  studied 
catastrophic  insurance  programs  that  over  130  bil- 
lion dollars  in  start-up  funds  would  be  needed  for 
the  1st  year  of  a comprehensive  national  health  in- 
surance. 

HEW  recently  released  the  list  of  physicians  who 
in  1975  received  large  sums  of  money.  Of  the  first 
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LEASING  IS  NOT  FOR  EVERYONE,  BUT  MEDICAL 
PEOPLE  ARE  OUR  SPECIALTY.  ALL  MAKES  OF 
AUTOS,  TRUCKS,  4 WHEELERS.  VARIOUS  PLANS 
TO  FIT  YOUR  NEEDS  OR  THE  PROFESSIONAL 
GROUPS  WITH  WHOM  YOU  ARE  ASSOCIATED. 
REFERENCES  ARE  GLADLY  FURNISHED  AND  WE 
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3401  WEST  41  st  STREET 
SIOUX  FALLS,  SOUTH  DAKOTA  57105 

PHONE  336-3818 

C.  H.  "Chuck"  Point,  Mgr.  Home  phone  336-3168 


112  doctors  checked  only  32  were  correct  as  listed. 
One  physician  had  retired  12  years  previously  and 
was  listed  as  receiving  $233,000.  Another  physician 
who  had  died  in  1974,  one  year  before  the  time 
period,  was  listed  as  receiving  $250,000.  The  list 
of  physicians  released  by  HEW  has  got  to  be  one 
of  the  sloppiest  performances  in  the  history  of 
American  bureaucracy.  If  the  AMA  were  to  put  out 
data  this  inaccurate  the  press  would  have  us  for 
breakfast  and  properly  so.  For  this  reason  HEW 
ought  to  be  held  similarly  accountable. 

What  can  we  do?  First,  education.  We  can  in- 
form the  public  by  spreading  the  flaws  of  the  cost 
and  the  bureaucratic  nightmare  of  national  health 
proposals.  2.  We  can  encourage  congress  to  repeal 
the  PSRO  and  HSA  laws  and  other  social  legisla- 
tion programs  and  try  to  keep  a right  to  privacy  in 
our  record  keeping  system.  3.  We  can  court  the 
press.  It  is  so  easy  to  be  against  something,  but  it  is 
very  difficult  to  stand  up  for  something  such  as 
private  enterprise,  the  private  practice  of  medicine, 
the  right  to  work,  the  right  for  freedom,  and  the 
right  to  be  an  American  citizen. 

James  Howell  Sullivan,  M.D. 

1430  3rd  Avenue 
Columbus,  Georgia  31901 
(404)  322-1207 


FOR  SALE  OR  LEASE 


One  Mobile  Radiographic  X-ray  Facility  in 
excellent  condition  for  sale  or  lease.  Completely 
self-contained  X-ray  laboratory,  consisting  of 
a 22  foot  air  conditioned  and  vandal-protected 
Winnebago  van,  condenser  discharge  x-ray 
system  with  tubestand  and  table,  Dupont  day- 
light film  loading  system,  Kodak  automatic  cold 
water  film  processor  and  all  accessories.  Very 
useful  for  care  of  nursing  home  patients,  in- 
dustrial screening  examinations,  athletic  events, 
or  disaster  work.  Contact: 


Drs.  Perilla,  Sindler  & Assoc.,  P.A. 
3350  Wilkens  Avenue 
Baltimore,  MD  21229 
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credits.  Contact:  John  G.  Bellows, 
M.D.,  Dir.,  6 N.  Michigan  Ave., 
Chicago,  IL  60602. 


February 

The  Third  Annual  Vail  Family  Prac- 
tice Conference,  The  Mark,  Vail, 
CO,  Feb.  11-18.  Category  I credits. 
Fee:  $190.  Contact:  Beth  Israel 

Hosp.  Conference  & Institute  Pro- 
gram, 1818  Gaylord  St.,  Denver, 
CO  80206. 

Refresher  Course  for  the  Family  Phy- 
sician, U.  of  Iowa,  Coll,  of  Med., 
Iowa  City,  IA,  Feb.  14-17.  AMA 
credits.  Contact:  Richard  M.  Cap- 
lan, M.D.,  Assoc.  Dean  for  CME, 
U.  of  Iowa  Coll,  of  Med.,  Iowa 
City,  IA  52242. 


Coronary  Care  and  the  Practicing 
Physician,  St.  Joseph  Hosp.,  Omaha, 
NE,  Feb.  15-17.  20  hrs.  AMA 
Category  I credits  and  prescribed 
AAFP  credits.  Contact:  Div.  of 
Con.  Ed.,  Creighton  U.  School  of 
Med.,  2500  California  St.,  Omaha, 
NE  68178. 

The  Fourth  Annual  Vail  Ob-Gyn 
Conference,  The  Mark,  Vail,  CO, 
Feb.  18-25.  Category  I credits.  Fee: 
$190.  Contact:  Beth  Israel  Hosp. 
Conference  & Institute  Program, 
1818  Gaylord  St.,  Denver,  CO 
80206. 

Rheumatology,  Aspen,  CO,  Feb.  20- 
24.  Contact:  Off.  of  Postgrad.  Med. 
Ed.,  U.  of  Colo.  School  of  Med., 
4200  E.  9th  Ave.,  Cont.  C295,  Den- 
ver, CO  80262. 

Pediatric  Dermatology  Seminar,  Kon- 
over  Hotel,  Miami  Beach,  FL,  Feb. 
23-26.  12  hrs.  Category  I credits. 
Fee:  $150.  Contact:  Guinter  Kahn, 
M.D.,  16800  NW  2nd  Ave.,  Suite 
401,  North  Miami  Beach,  FL 
33169. 

Dermatology,  Mayo  Foundation  Out- 
reach Seminar,  McKennan  Hosp. 
Aud.,  Sioux  Falls,  SD,  Feb.  24-25. 
Category  I credits.  Contact:  Dir. 
of  Med.  Ed.,  McKennan  Hosp., 
800  E.  21st  St.,  Sioux  Falls,  SD 
57101. 
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SOUTH  DAKOTA 


NORTH  CENTRAL  MEDICAL  CONFERENCE 


Egypt/Greek  Isles 
Adventure 


A Two  Week  Luxury  Holiday  to 

The  Land  of  the  Pharaohs  and  Cruising  the 

Seas  of  Ulysses 

Via  Chartered  TWA  Jet 

Departing  Minneapolis-St.  Paul 
on  March  30,  1978 

Egypt  and  The  Greek  Isles  . . . two  of  the  world's  most  sought 
after  and  rewarding  travel  destinations  now  for  the  first  time 
have  been  combined  into  one  great,  deluxe  trip. 

Visit  the  Sphinx  and  the  Pyramids.  See  the  Temple  of  Karnak 
at  Luxor.  Relax  on  a luxury  cruise  among  the  white-washed 
villages  of  Santorini,  Hydra,  Rhodes  and  Mykonos. 

Don't  miss  the  most  exciting  trip  of  this  or  any  other  year. 
From  only  s1498 


Send  to:  North  Central  Medical  Conference 

American  National  Bank  Building,  Suite  900 

101  East  5th  Street 

St.  Paul,  Minnesota  55101 

Enclosed  is  my  check  for  $ ($100  per  person)  as  deposit. 

Names 

Address 

City  State  Zip 

Area  Code  Phone 

Space  Strictly  Limited  — Make  Reservations  Now 

A Non-Regimented  Deluxe  Adventure 


Fall  is  the  time  of  year  to 
reflect  upon  our  many  blessings.  As 
we  approach  the  Thanksgiving  season, 
we  extend  to  each  of  you  a sincere 
thank  you  for  your  cooperation  this 
past  year. 

We  hope  that  you  will  continue  to 
call  upon  us  if  we  can  be  of  service 
in  the  future. 


SOUTH  DAKOTA  BLUE  SHIELD 


405  E.  Omaha 
Rapid  City 


1601  West  Madison 
Sioux  Falls 
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SOUTH 


DAKOTA 


Problem  Solving  in  Diagnostics  and 
Therapeutics  of  Neurology 

A Series  of  24  Lectures 


Lecture  #23 

TREATMENT  OF  ORGANIC  PSYCHOSIS 

by 

George  C.  Flora,  M.D.* 


Humans  who  have  large  amounts  of  their  brain 
tissue  destroyed  by  trauma,  toxins,  infections, 
“strokes,”  degenerations  or  tumors  become  un- 
able to  function.  They  behave  differently  and  lose 
their  awareness  of  person,  place  or  time,  that  is, 
become  disoriented  and  are  termed  “Organic  Psy- 
chosis.” To  discuss  “treatment”  of  such  patients  con- 
jures up  thoughts  of  “cure,”  “return  to  normal”  or 
“medication  which  will  make  them  well,”  but  this 
isn’t  what  is  meant  by  treatment  of  Psychosis  from 
a practical  standpoint. 

The  first  principle  of  treatment  is  to  treat  the 
“history  of  the  psychosis”  rather  than  what  is  seen 
by  the  physician.  In  humans  who  are  disoriented, 
their  reported  behavior,  which  often  is  unbelievably 
bad,  may  seem  inconsistent  with  their  behavior  in 
the  doctor’s  office  or  in  a hospital  environment.  Be- 
lieve the  history  rather  than  what  is  seen  and  treat 
accordingly. 

The  second  principle  of  treatment  is  to  correctly 
assess  the  requirements  of  care.  A patient  with  this 
disorder  may  require  total  care  which  entails  dress- 
ing, bathing,  feeding,  grooming,  leading,  and  protect- 
ing. This  total  care  may  have  unusual  hour  require- 
ments as  well,  the  protecting  function  may  go  on 
twenty-four  hours  a day  for  weeks  to  months.  At- 
tention to  persons  with  this  disorder,  while  hospital- 
ized, often  require,  even  with  chair  restraints, 
far  more  nursing  time  than  “any  other  six”  patients 
on  the  ward. 


* Professor  and  Chief  of  Neurology,  USD  School  of  Medi- 
cine, V.A.  Center,  Sioux  Falls,  SD  57105. 


The  third  principle  of  treatment  is  to  be  aware 
that  decompensated  brains  do  not  tolerate  medica- 
tions. To  add  a sedative,  a tranquilizer  or  an  anti- 
psychosis drug  seems  logical  but  is  often  more  harm- 
ful than  beneficial. 

To  treat  your  patient  who  has  organic  psychosis 
adequately  and  with  the  best  possible  results  re- 
quires that  those  which  can  be  reversed  are  reversed. 
Those  with  tumors  such  as  subdurals,  meningiomas 
or  third  ventricular  gliomas  undergo  surgical  treat- 
ment. Those  with  intoxications  are  separated  from 
the  offending  agent.  Those  with  infections,  rare,  are 
treated  with  antibiotics.  Those  with  systemic  disease, 
such  as  anemia  and  cardiac  failure,  which  can  be 
improved  are  treated  promptly.  Those  in  which 
medical  resources  are  available,  such  as  these,  are 
rare! 

The  treatment  of  the  others  is  to  prevent  them 
from  doing  physical  harm  to  themselves  or  others, 
and  to  make  certain  that  their  care  is  not  producing 
physical  and  emotional  exhaustion  of  those  caring 
for  them. 

When  history  suggests  they  require  physical  super- 
vision, then  make  certain  it  is  obtained.  An  un- 
trained spouse  or  mother  cannot  provide  it,  and 
most  “nursing  home”  facilities  are  equally  untrained. 
This  type  of  care  is  a learned  art  and  is  best  de- 
veloped in  chronic  psychiatric  hospitals.  Direct  visit 
to  these  institutions  will  emphasize  the  truth  of  this 
statement. 

When  less  need  for  physical  supervision  is  present, 
the  need  for  total  care  may  still  be  great.  To  permit 
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the  nursing  care  to  be  the  responsibility  of  a single 
untrained,  concerned  person  is  not  good  treatment. 
It  may  result  in  frequent  injuries,  neglect,  abuse,  and 
in  general  unnecessary  physical  deterioration.  Ade- 
quate care,  which  does  not  overtax  the  providers, 
may  be  found  in  care  centers  but  even  these  more 
docile  patients,  by  nature  of  the  hard  work  required 
for  their  care,  are  often  neglected  over  those  who  are 
easier  to  care  for  and  more  “normal”  of  brain  func- 
tion. Often  those  poorly  appreciated,  chronic  psy- 
chiatric institutions,  against  which  there  is  such  un- 
deserved prejudice,  provide  the  best  and  most  ade- 
quate care  for  these  patients. 

To  have  these  trained  units  available  near  the 
patient’s  residence  would  be  good  treatment,  where 
the  physician  could  continue  his  care  and  concern 
with  the  patient. 


PSYCHIATRIC  RESIDENCY 


Vacancies  for  position  for  January  1,  1978  for 
those  who  have  a regular  Iowa  license  or  can  ob- 
tain one  by  reciprocity  or  via  FLEX.  Prepare  for 
career  in  private  practice,  community  clinics  or  hos- 
pital based  psychiatry.  Emphasis  on  close  super- 
vision of  intensive  individual  and  group  psycho- 
therapy, OPD,  Children’s  Unit,  Adolescent  Unit. 
Neurology  affiliation  with  University  of  Iowa.  The 
stipends  are:  1st  year,  $22,360;  2nd  year, 

$23,478;  3rd  year,  $24,674.  Intensity  and  diversity 
of  training  program  appreciated  best  by  personal 
visit: 


T.  B.  McManus,  M.D.,  Superintendent 
Mental  Health  Institute 
Cherokee,  IA  51012 
Call  Collect:  (712)  225-2594 

Equal  Opportunity  Employer 


Tablets 

Percodan  (? 

DESCRIPTION  Each  yellow,  scored  tablet  contains 
4.50  mg.  oxycodone  HCI  (WARNING:  May  be  habit 
forming),  0.38  mg.  oxycodone  terephthalate  (WARN- 
ING: May  be  habit  forming!,  224  mg.  aspirin,  160  mg. 
phenacetin,  and  32  mg.  caffeine. 

INDICATIONS  For  the  relief  of  moderate  to  moderately 
severe  pain. 

CONTRAINDICATIONS  Hypersensitivity  to  oxyco- 
done, aspirin,  phenacetin  or  caffeine. 

WARNINGS  Drug  Dependence  Oxycodone  can  pro- 
duce drug  dependence  of  the  morphine  type  and, 
therefore,  has  the  potential  for  being  abused.  Psychic 
dependence,  physical  dependence  and  tolerance  may 
develop  upon  repeated  administration  of 
PERCODAN  • , and  it  should  be  prescribed  and  admin- 
istered with  the  same  degree  of  caution  appropriate  to 
the  use  of  other  oral  narcotic-containing  medications. 
Like  other  narcotic-containing  medications, 
PERCODAN  > is  subject  to  the  Federal  Controlled  Sub- 
stances Act. 

Usage  in  ambulatory  patients  Oxycodone  may 
impair  the  mental  and/or  physical  abilities  required  for 
the  performance  of  potentially  hazardous  tasks  such 
as  driving  a car  or  operating  machinery.  The  patient 
using  PERCODAN  9 should  be  cautioned  accordingly. 
Interaction  with  other  central  nervous  system 
depressants  Patients  receiving  other  narcotic  anal- 
gesics, general  anesthetics,  phenothiazines.  other 
tranquilizers,  sedative-hypnotics  or  other  CNS  depres- 
sants (including  alcohol)  concomitantly  with 
PERCODAN  * may  exhibit  an  additive  CNS  depres- 
sion. When  such  combined  therapy  is  contemplated, 
the  dose  of  one  or  both  agents  should  be  reduced. 
Usage  in  pregnancy  Safe  use  in  pregnancy  has  not 
been  established  relative  to  possible  adverse  effects 
on  fetal  development.  Therefore.  PERCODAN  * should 
not  be  used  in  pregnant  women  unless,  in  the  judg- 
ment of  the  physician,  the  potential  benefits  outweigh 
the  possible  hazards. 

Usage  in  children  PERCODAN®  should  not  be 
administered  to  children. 

Salicylates  should  be  used  with  caution  in  the  pre- 
sence of  peptic  ulcer  or  coagulation  abnormalities. 
PRECAUTIONS  Head  injury  and  increased  intra- 
cranial pressure  The  respiratory  depressant  effects  of 
narcotics  and  their  capacity  to  elevate  cerebrospinal 
fluid  pressure  may  be  markedly  exaggerated  in  the 
presence  of  head  injury,  other  intracranial  lesions  or  a 
pre-existing  increase  in  intracranial  pressure.  Further- 
more, narcotics  produce  adverse  reactions  which  may 
obscure  the  clinical  course  of  patients  with  head 
injuries. 

Acute  abdominal  conditions  The  administration  of 
PERCODAN®  or  other  narcotics  may  obscure  the 
diagnosis  or  clinical  course  in  patients  with  acute  ab- 
dominal conditions. 

Special  risk  patients  PERCODAN"  should  be  given 
with  caution  to  certain  patients  such  as  the  elderly  or 
debilitated,  and  those  with  severe  impairment  of  hepat- 
ic or  renal  function,  hypothyroidism,  Addison's  disease, 
and  prostatic  hypertrophy  or  urethral  stricture. 
Phenacetin  has  been  reported  to  damage  the  kidneys 
when  taken  in  excessive  amounts  for  a long  time. 
ADVERSE  REACTIONS  The  most  frequently 
observed  adverse  reactions  include  light-headedness, 
dizziness,  sedation,  nausea  and  vomiting.  These 
effects  seem  to  be  more  prominent  in  ambulatory  than 
in  nonambulatory  patients,  and  some  of  these  adverse 
reactions  may  be  alleviated  if  the  patient  lies  down. 
Other  adverse  reactions  include  euphoria,  dysphoria, 
constipation  and  pruritus. 

DOSAGE  AND  ADMINISTRATION  Dosage  should  be 
adjusted  according  to  the  severity  of  the  pain  and  the 
response  of  the  patient  The  usual  adult  dose  is  one 
tablet  every  6 hours  as  needed  for  pain. 

DRUG  INTERACTIONS  The  CNS  depressant  effects 
of  PERCODAN " may  be  additive  with  that  of  other 
CNS  depressants.  See  WARNINGS 
DEA  Order  Form  Required 
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Manati,  Puerto  Rico  00701 
Subsidiary  of  Endo  Laboratories,  Inc, 
Subsidiary  of  the  DuPont  Company 
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CONSIDERATIONS  FOR 
ORAL  NARCOTIC  ANALGESIC  USE: 


1.  Determine  need  What  is  causing  pain?  How  is  it  perceived  by 

you  and  your  patient? 


2.  Prescribe  a rapid- 
acting agent 


Select  a readily-absorbed  oral  agent  that 
usually  acts  within  15  to  30  minutes. 


3 . Minimize  Prescribe  in  limited  quantities  for  selected 

potential  risk  patients 

Schedule  II  classification  means  no  refills,  no 
telephone  Rx.  Patients  with  persistent  pain 
must  return  for  your  evaluation  of  analgesic 
needs. 


4.  Provide  adequate 
analgesia  with 
minimum  doses 


Consider  PERCODAN 8 because  patients 
rarely  ask  for  increased  dosage. 
PERCODAN*  relief  can  last  up  to  six  hours - 
until  time  for  next  tablet. 


Effective  relief  of  moderate 
to  moderately  severe  pain 

Tablets 


each  yellow,  scored  tablet  contains:  4.50  mg  oxycodone  HC1 
(WARNING:  may  be  habit  forming).  0.38  mg  oxycodone  terephthalate 
(WARNING:  may  be  habit  forming).  224  mg  aspirin.  1 60  mg 
phenacetin,  32  mg  caffeine 


PERCODAN1  is  a registered  trademark  of  Endo  Inc. 


Please  see  facing  page  for  Brief  Summary  of  prescribing  information. 


SOUTH  DAKOTA 
CHAPTER 
NEWS 

SOUTH  DAKOTA  ACADEMY  OF  FAMILY  PHYSICIANS 
3001  South  Holly  Avenue 
Sioux  Falls,  SD  57105 


Black  Hills  Summer  Seminar  Report — 1977 

One  hundred  seventeen  physicians  from  15  states,  joined 
by  9 Family  Practice  Residents,  6 USDSM  MS  IV  students, 
11  Allied  Health  Registrants,  guests  and  speakers  attended 
the  Eighth  Annual  Black  Hills  Summer  Seminar  held  at  the 
Holiday  Inn  of  the  Northern  Black  Hills,  Spearfish,  SD. 
Forty-two  were  SDAFP  members. 

This  meeting,  hosted  by  the  South  Dakota  Chapter, 
American  Academy  of  Family  Physicians,  South  Dakota 
Society  of  Obstetrics  and  Gynecology,  American  Academy 
of  Family  Physicians  (Symposium  on  Teaching  Skills),  and 
the  South  Dakota  State  Division  on  Alcoholism,  with  other 
generous  support  by  South  Dakota  Blue  Shield,  Ciba  Phar- 
maceuticals, Marion  Laboratories,  Inc.,  Roche  Laboratories, 
Sandoz,  Ayerst,  A.  H.  Robins  Company,  Burroughs  Well- 
come & Company,  Rowell  Laboratories,  Parke  Davis  & 
Company,  Abbott  Laboratories,  Kreiser’s  Surgical,  Inc., 
Stuart  Pharmaceuticals,  Merck  Sharp  & Dohme,  Smith 
Kline  & French,  Eli  Lilly  & Company,  Dow  Pharmaceuticals, 
Bristol  Laboratories,  Warner/Chilcott,  Wyeth  Laboratories, 

E.  R.  Squibb  & Sons,  Inc.,  Merrell-National  Laboratories, 
The  Upjohn  Company,  and  Dista,  is  the  Annual  Business 
meeting  of  the  South  Dakota  Academy  of  Family  Physi- 
cians. 

The  official  Academy  guest  for  this  meeting  was  F. 
Woodward  Lewis,  M.D.,  Vice-President,  AAFP,  Groton, 
Mass.  Dr.  Lewis  gave  a timely  AAFP  update  during  the 
Annual  Business  meeting.  Also,  Tom  Stern,  M.D.,  Director, 
Division  of  Education,  AAFP,  and  a group  of  other  speak- 
ers provided  a Symposium  on  Teaching  Skills  during  the 
third  day  of  this  seminar.  Other  SOTS  participants  were 

F.  Robert  Martin,  M.D.,  Archie  Bedell,  M.D.,  Paul  Dishart, 
M.D.,  and  L.  E.  Bruno  Masters,  M.D.  Accompanying  this 
SOTS  Panel  was  Pam  Williams,  Secretary  to  Dr.  Stern.  Dr. 
Lewis  and  this  SOTS  Panel  group  were  hosted  by  the 
Academy  at  a noon  luncheon  and  presented  with  a small 
token  of  appreciation  in  the  form  of  Black  Hills  gold 
jewelry. 

At  the  meeting  of  the  Legislative  & Public  Affairs  Com- 
mittee, the  members  heard  a report  on  the  SDSMA  Ad 
Hoc  Committee  concerning  Graduate  Medical  Education  in 
South  Dakota.  Two  Academy  members  are  members  of  this 
Committee.  Discussion  was  held  concerning  the  prepara- 
tion of  legislation  for  the  1978  Legislature  concerning 
Graduate  Medical  Education  support  for  residencies  in 
South  Dakota.  The  Academy  supported  the  report  of  this 
Committee. 


The  Education  Committee  considered  format  and  con- 
tent for  the  1978  Black  Hills  Winter  Ski  Seminar  and  the 
1978  Black  Hills  Summer  Seminar.  Both  scientific  seminars 
will  be  held  at  the  Holiday  Inn  of  the  Northern  Black  Hills, 
the  dates  to  be  February  2-4,  1978  and  August  10-12,  1978. 
The  Education  Committee  continued  support  of  the  Family 
Practice  Club  activities  for  USDSM  students. 

Officers  and  Delegates  for  1977-78  are  as  follows: 
President:  Buron  O.  Lindbloom,  M.D.,  Pierre 
President-Elect:  Buron  O.  Lindbloom,  M.D.,  Pierre 
Vice-President:  lames  Ryan,  M.D.,  Mobridge 
Vice-President:  William  Tschetter,  M.D.,  Rapid  City 
Vice-President:  Ray  Nemer,  M.D.,  Gregory 
Past-President:  Richard  W.  Friess,  M.D.,  Sioux  Falls 
Secretary-Treasurer:  L.  H.  Amundson,  M.D.,  Sioux  Falls 
Delegates  (calendar  year  1978):  L.  H.  Amundson,  M.D., 
and  R.  W.  Friess,  M.D.,  Sioux  Falls  Alternate  Delegates 
(calendar  year  1978):  B.  O.  Lindbloom,  M.D.,  Pierre, 
and  W.  J.  Kovarik,  M.D.,  Rapid  City 
At  the  Annual  Business  Meeting  Secretary-Treasurer 

L.  H.  Amundson  was  presented  with  a President’s  Award 
for  services  rendered  to  the  South  Dakota  Academy  during 
his  six  years  serving  as  Secretary-Treasurer. 

Our  annual  social  event,  “Dinner  in  the  Hills,’’  always  a 
highlight  of  the  meeting,  found  the  group  enjoying  a bus 
ride  through  scenic  Spearfish  Canyon  on  the  way  to  Dave’s 
Supper  Club  in  Historic  Central  City  near  Lead  and  Dead- 
wood,  where  a fine  prime  rib  dinner  was  enjoyed  by  all. 

The  scientific  sessions  included  talks  on  Obstetrics- 
Gynecology,  Thoracic  and  Cardiovascular  Medicine,  and 
Alcoholism.  The  speakers  were:  Rudy  Galask,  M.D.,  Iowa 
City;  Barry  Schifrin,  M.D.,  Los  Angeles;  Joseph  Kiser, 

M. D.,  Minneapolis;  Father  Joseph  Martin,  Baltimore;  and 
Robert  S.  Eliot,  M.D.,  Omaha. 


CME  Form  102 

Education  Chairman  Bruce  Lushbough  of  Brookings  re- 
quests that  all  South  Dakota  CME  courses,  desired  for  cred- 
it, be  directed  to  him  at:  Brookings  Clinic,  Brookings,  SD 
57006.  He  has  the  proper  forms  (102)  that  must  be  com- 
pleted in  the  application  process  to  get  your  program  ac- 
credited through  AAFP.  This  does  not  apply  to  individual 
problems  but  to  proposed  program  sponsors  (eg.  VA  series, 
local  meetings,  district  meetings,  etc.) 
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The  Council  met  and  decided  the  Medical  Association’s  official  position  would  be  opposition  to  the  pro- 
posed Hospital  Rate  Review  Law. 

Briefly,  the  proposed  Hospital  Rate  Review  Law  would  set  up  a five  person  board;  the  board  is  politically 
appointed  by  the  Governor.  This  board  would  review  all  audited  costs  and  expenses  of  all  hospitals  in  South 
Dakota.  The  board  then  has  the  power  to  approve  or  disapprove  daily  hospital  rates. 

The  Hospital  Rate  Review  Law  would,  more  or  less,  make  hospitals  a public  utility.  The  Medical  As- 
sociation’s reasons  for  opposition  are  as  follows: 

1)  The  Federal  Government  has  not  made  it  mandatory,  so  why  should  a state  impose  stronger  rules? 

2)  The  “free  enterprise”  system  is  threatened.  Every  community  hospital  is  governed  by  a local  board, 
and  that  board  is  accountable  to  the  local  community.  The  local  board  wants  to  keep  their  hospital 
open.  The  daily  hospital  rate  is  geared  to  cover  the  operating  expenses  for  the  services  which  the  local 
community  feels  it  must  provide. 

3)  Certain  physician  groups  such  as  pathologists,  radiologists  and  anesthesiologists  would  have  their  con- 
tracts for  fees  for  services  in  public  record.  This  would  a)  be  poor  public  relationship  between  physi- 
cians and  the  community,  b)  establish  another  board  that  would  have  to  approve  a contract  that  the 
Medical  Association  feels  is  private  business  between  physician  and  hospital. 

4)  If  the  Hospital  Rate  Review  Law  is  established,  the  same  mechanism  could  be  used  to  regulate  all 
doctors’  fees  in  hospital  and  clinic  practices. 

Free  business  enterprise  is  being  threatened.  Government  finds  it  easier  to  regulate  non  personal  institu- 
tions first,  then  regulate  the  individual  person  later.  The  State  Medical  Association  is  committed  to  protect- 
ing individual  medical  practice.  That’s  why  we  join  and  pay  dues.  We  should  all  fight  for  “free  business 
enterprise”  at  all  levels. 

Fraternally, 
James  Ryan,  M.D.,  President 
South  Dakota  State  Medical  Association 

Have  a happy  day! 
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Think  you  know  all  about 

asthma? 


Then  you  should  know  all  about  TEDRAL. 

It  provides  — 

□ rapid  symptomatic  relief,  as  well  as  prophylaxis 

□ /LADRENERGIC  ACTION  THAT  RELAXES  BRONCHIAL 
SMOOTH  MUSCLE 

□ a-ADRENERGIC  ACTION  THAT  REDUCES  BRONCHIAL 
EDEMA  AND  SECRETIONS 

□ synergistic  action  of  ephedrine  and  theophylline  for  effective 
and  prolonged  bronchodilation 

□ dosage  forms  to  meet  individual  patient  needs 


For  asthma  management... 

TedraTi  TedrafSA ' TedraTElixir 


Each  tablet  contains  1 30  mg  Each  tablet  contains  1 80  mg  anhydrous  theophylline  Each  5 ml  teaspoonful  contains  32.5  mg 

theophylline,  24  mg  ephedrine  (90  mg  in  the  immediate  release  layer  and  90  mg  in  theophylline,  6 mg  ephedrine  HCI,  and  2 mg 

hydrochloride,  and  8 mg  the  sustained  release  layer);  48  mg  ephedrine  phenobarbital;  the  alcohol  content  is  1 5%. 

phenobarbital.  hydrochloride  (1 6 mg  in  the  immediate  release  layer 

and  32  mg  in  the  sustained  release  layer);  and  25  mg 
phenobarbital  in  the  immediate  release  layer. 


SUSTAINED  ACTION 


WARNER/CHILCOTT 

Division,  Warner-Lambert  Company 
Morris  Plains,  New  Jersey  07950 


T-GP-74-B/W 


TEDRAL® 

TEDRAL®  SA  Sustained  Action 
TEDRAL®  Elixir 

CAUTION:  Federal  law  prohibits  dispens- 
ing Tedral  SA  without  prescription. 
Description.  Tedral : each  tablet  contains 
130  mg  theophylline,  24  mg  ephedrine  hy- 
drochloride, and  8 mg  phenobarbital. 

Tedral  SA:  each  tablet  contains  180  mg 
anhydrous  theophylline  (90  mg  in  the  im- 
mediate release  layer  and  90  mg  in  the 
sustained  release  layer);  48  mg  ephed- 
rine hydrochloride  (16  mg  in  the  imme- 
diate release  layer  and  32  mg  in  the  sus- 
tained release  layer);  25  mg  phenobarbital 
in  the  immediate  release  layer. 

Tedral  Elixir:  each  5 ml  teaspoonful  con- 
tains 32.5  mg  theophylline,  6 mg  ephed- 
rine hydrochloride,  and  2 mg  phenobar- 
bital; the  alcohol  content  is  15%. 

Indications. Tedral,  Tedral  SA,  and  Tedral 
Elixir  are  indicated  for  the  symptomatic 
relief  of  bronchial  asthma,  asthmatic  bron- 
chitis, and  other  bronchospastic  disorders. 
They  may  also  be  used  prophylactically  to 
abort  or  minimize  asthmatic  attacks  and 
are  of  value  in  managing  occasional,  sea- 
sonal or  perennial  asthma. 

Tedral  SA  (Sustained  Action)  offers  the 
convenience  of  b.i.d.  dosage. 

Tedral  Elixir  is  convenient  for  persons 
who  may  have  difficulty  in  swallowing 
tablets. 

These  Tedral  formulations  are  adjuncts 
in  the  total  management  of  the  asthmatic 
patient.  Acute  or  severe  asthmatic  attacks 
may  necessitate  supplemental  therapy  with 
other  drugs  by  inhalation  or  other  paren- 
teral routes. 

Contraindications.  Sensitivity  to  any  of 
the  ingredients;  porphyria. 

Warnings. Drowsiness  may  occur.  PHENO- 
BARBITAL MAY  BE  HABIT-FORMING. 

Precautions. Use  with  caution  in  the  pres- 
ence of  cardiovascular  disease,  severe  hy- 
pertension, hyperthyroidism,  prostatic  hy- 
pertrophy, or  glaucoma. 

Adverse  Reactions.  Mild  epigastric  dis- 
tress, palpitation,  tremulousness,  insom- 
nia, difficulty  of  micturition,  and  CNS 
stimulation  have  been  reported. 

Average  Dosage.  Prophylactic  or  Thera- 
peutic. 

Tedral:  Adults  — One  or  two  tablets  every 
4 hours.  Children  — (Over  60  lb)  one-half  the 
adult  dose. 

Tedral  SA:  Adults— One  tablet  on  arising 
and  one  tablet  12  hours  later.  Tablets  should 
not  be  chewed.  Children  — Not  established 
for  children  under  12. 

Tedral  Elixir:  Note:  One  teaspoonful  is 
equivalent  to  one-quarter  Tedral  tablet. 
Children  — One  teaspoonful  per  30  lb  body 
weight,  every  4-6  hours,  unless  prescribed 
otherwise  by  physician.  Should  be  given  to 
children  under  2 years  of  age  only  with  ex- 
treme caution.  Adults— One  to  two  table- 
spoonfuls every  four  hours. 

Supplied.  Tedral : White,  uncoated  scored 
tablets  in  bottles  of  24  (N  0047-0230-24), 
100  (N  0047-0230-51)  and  1000  (N  0047- 

0230- 60).  Also  in  Unit  Dose— package  of 
10  x 10  strips  (N  0047-0230-11). 

Tedral  SA : Double-layered,  uncoated, 
coral/ mottled  white  tablets  in  bottles  of 
100  (N  0047-0231-51)  and  1000  (N  0047- 

0231- 60).  Also  in  Unit  Dose— package  of 
10  x 10  strips  (N  0047-0231-11). 

Tedral  Elixir:  Dark  red  and  cherry-fla- 
vored in  474  ml  (16  fl  oz)  bottles  (N  0047- 
0242-16). 

STORE  BETWEEN  59°  and  86°F  (15°  and 
30°C). 

Full  information  is  available  on  request. 


Letters  To  The 
Editor 

At  the  risk  of  inviting  much  criticism  I would 
comment  on  the  apparent  price  of  medicine.  Bills 
of  thirty  dollars  via  the  emergency  rooms  for  very 
minor  conditions  are  not  uncommon.  Recently  I 
saw  a child  who  had  been  seen  by  a physician  assist- 
ant. The  case,  as  near  as  I can  tell,  was  a simple 
acute  otitis  media.  The  total  bill  including  medicine 
was  about  $55.00.  Brother  physicians,  is  it  no 
wonder  there  is  a cry  for  socialization  of  our  pro- 
fession? 

My  concern  is  that  I do  not  feel  that  a physician 
assistant  has  a medical  “right”  to  commit  a person 
to  a $50  medical  bill.  If  the  person  is  that  sick,  I 
believe  he  should  be  referred  to  an  M.D.  I believe 
this  is  a reflection  on  the  supervision,  i.e.,  less  than 
appropriate. 

W.  E.  Jones,  M.D. 

Sturgis,  SD 


ANNUAL  AND  BIANNUAL  LEASING  OF  ALL  MAKES  OF  AUTOMOBILES 

LEASING  IS  NOT  FOR  EVERYONE,  BUT  MEDICAL 
PEOPLE  ARE  OUR  SPECIALTY.  ALL  MAKES  OF 
AUTOS,  TRUCKS,  4 WHEELERS.  VARIOUS  PLANS 
TO  FIT  YOUR  NEEDS  OR  THE  PROFESSIONAL 
GROUPS  WITH  WHOM  YOU  ARE  ASSOCIATED. 
REFERENCES  ARE  GLADLY  FURNISHED  AND  WE 
WILL  WORK  WITH  YOUR  ACCOUNTANTS. 

3401  WEST  41st  STREET 
SIOUX  FALLS,  SOUTH  DAKOTA  57105 

PHONE  336-3818 

C.  H.  “Chuck”  Point,  Mgr.  Home  phone  336-3168 
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SELF-EMPLOYED? 
WITHOUT  A 

RETIREMENT  PROGRAM? 


We  can  help  you  build  your  program 
and  save  thousands  of  dollars  in  income 
taxes  . . . 


As  a member  of  the  medical  profession, 
you  can  enjoy  the  benefits  of  a big 
company  retirement  plan  with  the  many 
tax-savings  advantages. 

Under  the  Pension  Law,  you  may  con- 
tribute up  to  $7,500  or  15%  of  your 
earned  income,  whichever  is  less,  to  an 
HR  10  plan  and  all  or  nearly  all  is  tax 
deductible.  The  earnings  on  your  plan 
accumulate  tax-free  until  you  retire. 

Why  not  let  Uncle  Sam  help  you  build 
toward  a more  comfortable  retirement? 
Equitable  of  Iowa  will  supply  informa- 
tion on  how  you  can  benefit  from  the  HR 
10  plan  rules  by  contacting: 

Quentin  De  Saix  and  Associates 
Suite  316,  Security  Bldg. 

101  South  Main  Avenue 
Sioux  Falls,  SD  57102 
(605)  336-3545 

EQUITABLE  OF  IOWA 


LABORATORY  AIDS 


Sponsored  by  the  South  Dakota  Society  of  Pathologists 

DISSEMINATED  INTRAVASCULAR 
COAGULATION  (DIC) 

DIC  is  produced  in  many  disease  states  secondary 
to  the  liberation  of  two  potent  circulating  enzymes — 
plasmin  and  thrombin.  The  entity  may  be  seen  in 
acute  or  subacute  to  chronic  form  and  is  manifested 
by  increased  tendency  to  thrombosis,  hemorrhage 
or  both. 

The  chronic  form  of  DIC  is  often  seen  secondary 
to  advanced  neoplasm,  liver  or  renal  disease  and 
often  requires  no  treatment.  The  only  abnormal  tests 
are  often  a low  fibrinogen  and  the  presence  of  fibrin 
split  products  from  plasmin  action. 

The  acute  type  of  DIC  may  occur  with  a variety 
of  pathologic  conditions  including:  obstetric  com- 
plications— abruptio  placenta,  toxemia,  amniotic 
fluid  embolism;  infectious  diseases — meningococce- 
mia,  gram  negative  sepsis,  viral  disease,  rickettsial 
disease;  shock  or  hypoxia  after  cardiac  arrest,  heat 
stroke,  trauma,  etc.;  neoplasia;  toxicity — snake 
venom,  drugs,  exotoxins,  endotoxins,  hemolytic 
transfusion  reaction.  Hemorrhage  or  thrombosis 
with  tissue  damage  may  occur.  Diagnosis  before 
treatment  or  before  surgery  is  undertaken  is  wise. 

Although  many  tests  may  be  used  in  diagnosis  we 
prefer  the  following  battery: 

Prothrombin  time  (PT)  (usually  prolonged) 

Partial  Thromboplastin  Time  (PTT)  (usually 
prolonged) 

Fibrinogen  Level  (low) 

Platelet  Count  (low) 

Test  for  fibrin  split  products  (present) 

These  tests  can  be  made  available  in  most  clinical 
laboratories  as  suitable  reagents  are  available  com- 
mercially. It  should  be  remembered  that  serial  de- 
terminations may  be  necessary  to  demonstrate  a 
change.  For  instance,  a patient  with  chronic 
disease  may  have  an  elevated  fibrinogen  before  on- 
set of  DIC.  Falling  values  for  fibrinogen  may  be 
a clue  to  diagnosis  even  though  the  fibrinogen  lev- 
el may  only  be  lowered  to  the  lower  limit  of  normal 
range  after  the  onset  of  acute  DIC. 

A final  caveat  might  be  that  although  treatment 
of  DIC  with  agents  such  as  heparin  may  be  neces- 
sary, therapy  for  the  underlying  disease  process 
is  more  important  in  preventing  further  generation 
of  plasmin  and  thrombin. 

John  F.  Barlow,  M.D. 

Pathologist 
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THE  SOUTH  DAKOTA  JOURNAL 
OF  MEDICINE 

Journal  of  Medicine,  608  West  Avenue,  North,  Sioux  Falls, 
SD  Subscription  $8.00  per  year  $1.00  per  copy 

Foreign  $10.00 


CONTRIBUTORS 

ORIGINAL  MANUSCRIPTS:  Material  appearing  in  all 
publications  of  the  Journal  of  Medicine  should  be  type- 
written, double-spaced  and  the  original  copy,  not  the  carbon 
should  be  submitted.  An  abstract  of  100-200  words  should 
accompany  each  scientific  article.  Footnotes  should  conform 
with  the  requirements  for  manuscripts,  and  each  manuscript 
should  include  the  name  of  the  author,  title  article  and 
the  location  of  the  author.  The  used  manuscript  is  not 
returned  but  every  effort  will  be  made  to  return  manu- 
scripts not  accepted  or  published  by  the  Journal  of  Medi- 
cine. Articles  are  accepted  for  publication  on  condition  they 
are  contributed  solely  to  this  Journal. 

ILLUSTRATIONS:  Half-tones  and  zinc  etchings  will  be 
furnished  by  the  South  Dakota  Journal  of  Medicine  when 
satisfactory  photographs  or  drawings  are  supplied  by  the 
author.  Each  illustration,  table,  etc.,  should  bear  the  author’s 
name  on  the  back.  Photographs  should  be  clear  and  dis- 
tinct. Drawings  should  be  made  in  black  India  ink  on  white 
paper.  Used  illustrations  are  returned  after  publication  if 
requested. 


NATIONAL  LIMBS,  INC. 

620  West  1 8th  Street 
Sioux  Falls,  South  Dakota 
Manufacturer  of  othopedic  appliances, 
artificial  limbs,  and  surgical  supports. 


Now  leasing  both  cars 
and  trucks  to  help 
solve  your  total 
transportation  needs 
in  a professional 
manner. 

Contact:  Al  Borgen 

4200  WEST  TWELFTH 
P.  O.  DRAWER  P 

SIOUX  FALLS,  SOUTH  DAKOTA  571 01 
(605)  336-1700 


Stairway-Elevator 


Phone  us  toll  free 
for  more  information 
1-800-952-3968 


Kreiser’s  Surgical,  Inc. 

1220  S.  Minn.  Ave. 

Sioux  Falls,  SD  57105 

PUTTING  PEOPLE  IN  MOTION 
with  AMERICAN  STAIRGLIDE  products 


Electric 

Wheelchair 


Porchlift 

Easy-Lift  Chair 
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A BRIEF  OVERVIEW  OF  THE  MINNESOTA  MULTI- 
PHASIC  PERSONALITY  INVENTORY  AND  ITS 
APPLICATION  TO  MEDICINE  AND  PSYCHOLOGY 


The  M.M.P.I.  can  often  be  used  in 
medical  setting  to  help  diagnose 
whether  or  not  the  patient  may  have 
a functional  etiology  connected  with 
or  compounding  his  somatic  com- 
plaints. This  article  is  designed  to  help 
physicians  and  other  qualified  health 
care  professionals  understand  the 
basic  concepts  of  this  psychological 
test  and  how  it  can  be  applied  to  a 
medical  setting.  The  administration 
and  interpretation  of  the  M.M.P.I.  is 
one  more  important  procedure  that 
commonly  unites  medicine  and  psy- 
chology. 


by 

David  H.  Hylland,  Ed.D.* 


Many  physicians  are  now  requesting  many  of 
their  patients  to  take  an  MMPI  (Minnesota  Multi- 
phasic  Personality  Inventory)  test  in  order  to  assist 
them  in  their  diagnosis  and  treatment.  It  only 
seems  fitting  that  someone  should  take  some  time 
to  familiarize  physicians  more  thoroughly  with  this 
one  particular  psychological  test  instrument  in  or- 
der to  improve  the  significance  of  its  use. 

There  are  basically  two  criteria  that  every  psy- 
chological test  is  subjected  to  in  order  to  determine 
the  value  and  accuracy  of  the  test.  First,  there  is 
the  matter  of  validity.  A test  is  said  to  be  valid  if  it 
does,  in  fact,  measure  what  it  is  supposed  to  measure. 
If  a test  meets  the  statistical  criteria  of  internal 
validity  that  means  the  test  has  been  determined  to 
measure  just  what  it  says  it  measures  with  that 
particular  degree  of  accuracy.  For  instance,  if 
two  different  psychological  tests  had  internal  validity 
of  .78  and  .58  respectively  that  would  mean  that 
the  first  test  would  certainly  be  more  respectable 
than  the  second.  In  fact,  most  clinicians  will  not 
endorse  a particular  test  unless  its  internal  validity 
is  at  least  .70.  External  validity,  then,  is  a measure  of 
comparison  between  two  tests  that  are  supposed  to 
measure  the  same  variable.  If  both  tests,  do,  in  fact 
measure  the  same  variable  accurately,  the  results 
of  both  tests  should  correlate  positively.  For 
instance,  the  Hoffer-Osmond  Diagnostic  Test  and 
the  Minnesota  Multiphasic  Personality  Inventory 
both  have  high  internal  validity  in  the  area  of 
diagnosing  schizophrenia.  When  both  tests  were 


♦Psychologist,  Central  Plains  Clinic,  Ltd.,  Sioux  Falls,  South 
Dakota. 


given  to  a random  sample  of  mental  patients  they 
were  found  to  have  good  external  validity  because  of 
the  similarity  of  results.  The  MMPI  has  been  found 
to  stand  the  test  of  validity  quite  well. 

The  other  criteria  a psychological  test  needs  to 
meet  is  the  test  of  reliability.  A test  is  considered  to 
be  reliable  if  it  repeatedly  yields  the  same  results  as 
previous  test  administrations,  given  the  circum- 
stances of  the  patient  remain  unchanged.  For  in- 
stance, a patient  scoring  high  on  the  schizophrenia 
scale  of  the  MMPI  should  obtain  a similarly  high 
score  on  that  scale  six  months  later  if  the  patient’s 
situation  has  not  changed.  A statical  figure  is  also 
given  to  the  reliability  of  each  psychological  test. 
Naturally,  the  higher  the  reliability  the  more  re- 
spectable the  test.  THE  SEVENTH  MENTAL 
MEASUREMENTS  YEARBOOK  contains  the  va- 
lidity and  reliability  measures  for  psychological  tests 
used  today.  The  MMPI  is,  perhaps,  one  of  the  most 
researched  and  respected  tests  listed  in  that  enor- 
mous volume. 

As  generally  used  in  conjunction  with  automated 
procedures,  the  MMPI  comprises  550  statements 
dealing  with  thoughts,  feelings,  attitudes,  physical 
symptoms,  emotional  symptoms,  and  previous  life 
experiences.  Of  these  statements,  16  are  repeated  so 
that  the  subject  is  presented  with  a series  of  566 
statements  and  asked  to  respond  “true”  or  “false”  to 
each  as  it  applies  to  him.  The  subject  is  given  the 
option  of  a “cannot  say”  category — i.e.,  he  may 
leave  unanswered  any  item  to  which  he  feels  unwill- 
ing or  unable  to  answer  “true  or  false” — although 
the  standard  instructions  encourage  answering 
every  item,  and  many  users  reinforce  these  instruc- 
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tions  orally.  In  essence,  the  MMPI  may  be  con- 
sidered a sample  of  verbal  behavior,  with  full  recog- 
nition that  what  people  “say”  they  think,  feel,  or  do 
does  not  always  correspond  to  what  they  “acutally” 
think,  feel,  or  do. 

The  MMPI  is  comprised  of  10  basic  clinical  scales 
and  four  validity  scales.  (See  the  attached  score 
sheet)  The  four  validity  scales  are  intended  to 
measure  different  aspects  of  the  subject’s  “set”  or 
“self-reporting  attitude.”  In  the  interpretation  of 
an  MMPI  profile,  the  interpreter  first  considers  the 
implications  of  the  four  validity  scales.  If  one  or 
more  of  these  scales  is  scored  outside  of  the  “nor- 
mal limits”  the  entire  test  should  be  viewed  as 
being  invalid,  or  at  least  interpreted  with  extreme 
caution. 

The  following  scales  are  the  10  clinical  scales 
found  on  the  MMPI. 


Scale  1 (Hs) — hypochondriasis 
Scale  2 (D) — depression 
Scale  3 (Hy) — hysteria 

Scale  4 (Pd) — psychopathic  deviate  (noncon- 

formist) 

Scale  5 (Mf) — masculinity-femininity 
Scale  6 (Pa) — paranoia 

Scale  7 (Pt) — psychasthenia  (phobias  & com- 
pulsions) 

Scale  8 (Sc) — schizophrenia 

Scale  9 (Ma) — mania 

Scale  10  (Si) — social  introversion 

The  examiner  first  plots  the  scores  on  the  patient’s 
MMPI  profile  sheet  for  each  scale  previously  men- 
tioned. (See  the  figure  below)  These  scores  are  ob- 
tained by  placing  standard  overlay  score  sheets  for 
each  scale,  over  the  marked  side  of  the  answer  sheets 
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to  identify  how  many  times  that  patient  significantly 
answered  items  pertaining  to  that  particular  scale. 
These  scores  are  then  plotted  on  the  profile  page 
along  with  the  correction  for  the  “K”  variable,  the 
scale  that  measures  the  patient’s  self-reporting  atti- 
tude or  defensiveness. 

The  middle  line  on  the  profile  chart  or  the  T score 
of  50,  has  been  found  to  be  the  “average”  or  “nor- 
mal” score  for  each  scale.  The  lines  at  the  70th  and 
30th  T score  represent  the  +2  and  —2  standard 
deviation  scores.  In  other  words,  scores  that  are 
plotted  between  the  upper  line  ( + 2 SD)  and  the 
lower  line  (-2  SD)  are  generally  considered  to  be 
in  the  “normal  range.” 

On  the  attached  score  sheet  the  patient  has  some 
significant  “peaks”  above  the  +2  SD  limit  that  seem 
to  warrant  attention.  The  peaks  are,  in  order  of  sig- 
nificance, #1  (hypochondriasis),  #3  (hysteria), 
#9  (mania),  and  #7  (psychasthenia).  The  other 
scales  seem  to  fall  in  the  “normal  limits”  and  the 
test  appears  valid  due  to  the  plotting  of  the  four 
validity  scales  well  within  the  normal  limits.  It  is 
likely  that  the  patient  has  either  functional  ten- 
dencies regarding  her  symptomatology  or  is  over- 
exaggerating her  ailments.  She  is  likely  to  be  argu- 
mentative, demanding,  and  mildly  paranoid.  This 
patient  would  probably  be  quite  anxious  and  have 
hysterical-like  tendencies.  She  also  seems  to  have 
more  than  an  average  number  of  fears  and  preoccu- 
pations. 

This  information  would  then  be  coupled  with  the 
overall  picture  of  the  patient  found  through  inter- 
views and  other  test  information.  A total  picture 
should  then  begin  to  appear  that  can  be  used  as  a 
basis  for  proper  diagnosis  and  treatment. 

In  essence,  what  applicability  does  the  MMPI 
have  in  a medical  setting?  There  appears  to  be  suf- 
ficient evidence  to  assume  that  the  MMPI,  in  the 
hands  of  a competent  examiner,  has  a variety  of  ap- 
plications to  working  with  medical  situations.  (The 
examiner  should  not  only  be  well-acquainted  with 
the  MMPI  but  also  well-versed  in  personality 
theory  and  its  applications.)  Caution  should  always 
be  used  in  inferring  unquestionable  assumptions 
from  the  MMPI  profile  by  itself.  That  profile  is 
only  one  picture  of  a patient’s  feelings,  attitudes, 
thoughts,  and  personality.  These  clues,  suggested  by 
the  MMPI  profile,  should  be  coupled  with  the 
clinician’s  total  perception  of  that  patient.  This  per- 
ception should  also  be  based  on  the  patient’s  per- 
sonal history  as  well  as  on  any  other  test  findings 
or  significant  information. 

The  MMPI,  coupled  with  all  other  known  infor- 
mation pertaining  to  the  patient,  can  often  assist  the 


trained  professional  to: 

1.  decide  whether  or  not,  in  fact,  the  patient  does 
have  an  emotional  difficulty  that  warrants  at- 
tention. 

2.  help  determine  the  possibility  of  functional 
etiology  connected  with  physical  complaints. 

3.  make  more  accurate  prediction  of  the  severity 
of  psychological  difficulties. 

4.  discover  underlying  conflicts  the  patient  has 
been  unable  to  verbalize  or  recognize  previ- 
ously. 

5.  determine,  when  indicated,  the  type  of  medi- 
cation most  effective  in  treating  that  particular 
patient. 

The  aforementioned  are  only  some  of  the  most 
common  uses  of  the  MMPI. 

The  MMPI  has  proven  its  usefulness.  It  can  be  an 
effective  aid  to  diagnosis  and  treatment  in  both  med- 
icine and  psychology. 
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THE 

ANXIETY-SPECIFIC. 


• a predictable  pattern  of  patient  response 

• seldom  associated  with  serious  side  effects,  in  proper  dosage 

• rarely  interferes  with  mental  acuity 

• used  concomitantly  with  many  primary  medications 

• three  dosage  strengths  meet  most  patient  needs 


LIBRIUM  & 

chlordiazepoxide  HCI  Roche 

5 mg,  10  mg,  25mg  capsules 


Libritabs®  (chlordiazepoxide)  available 
in  5 mg,  10  mg  and  25  mg  tablets. 


tropics  seems  indicated,  carefully  consider 
individual  pharmacologic  effects,  particu- 
larly in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Ob- 
serve usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function.  Para- 
doxical reactions  (e.g.,  excitement,  stimu- 
lation and  acute  rage)  have  been  reported 
in  psychiatric  patients  and  hyperactive  ag- 
gressive children.  Employ  usual  precau- 
tions in  treatment  of  anxiety  states  with  evi- 
dence of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on 
blood  coagulation  have  been  reported 
very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relation- 


Before prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  pos- 
sible combined  effects  with  alcohol  and 
other  CNS  depressants.  As  with  all  CNS- 
acting  drugs,  caution  patients  against 
hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g.,  operating 
machinery,  driving).  Though  physical  and 
psychological  dependence  have  rarely 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might  in- 
crease dosage;  withdrawal  symptoms 
(including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  reported 


Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided 
because  of  increased  risk  of  con- 
genital malformations  as  suggested 
in  several  studies.  Consider  possi- 
bility of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss 
therapy  if  they  intend  to  or  do 
become  pregnant. 


Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation, 
increasing  gradually  as  needed  and  toler- 
ated. Not  recommended  in  children  under 
six.  Though  generally  not  recommended,  if 
combination  therapy  with  other  psycho- 


ship has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  revers- 
ible in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  gen- 
erally controlled  with  dosage  reduction; 
changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranu- 
locytosis), jaundice  and  hepatic  dysfunc- 
tion have  been  reported  occasionally, 
making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted 
therapy. 

Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— Adults: 
Mild  and  moderate  anxiety  and  tension, 

5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states, 

20  or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 
5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 
Supplied:  Librium®  (chlordiazepoxide  HCI) 
Capsules,  5 mg,  10  mg  and  25  mg— bottles 
of  100  and  500;  Tel-E-Dose®  packages  of 
1 00,  available  in  trays  of  4 reverse-num- 
bered boxes  of  25,  and  in  boxes  containing 
1 0 strips  of  1 0;  Prescription  Paks  of  50, 
available  singly  and  in  trays  of  10. 
Libritabs®  (chlordiazepoxide)  Tablets, 

5 mg,  10  mg  and  25  mg— bottles  of  100 
and  500.  With  respect  to  clinical  activity, 
capsules  and  tablets  are  indistinguishable. 
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\ ROCHE  / Division  of  Hoffmann-La  Roche  Inc. 

\ / Nutley  New  Jersey  07110 


Please  see  following  page. 
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ANXIETY-SPECIFIC. 

Since  its  discovery  in  the  research  laboratories  at  Roche,  Librium 
has  been  the  object  of  ongoing  pharmacologic  and  clinical  investigation. 

The  published  record  on  Librium  is  enormous.  So  large,  in  fact,  we 
put  it  into  a computer  literature  retrieval  system  to  make  it  more  accessible 
in  answering  your  inquiries.  " 

It’s  a record  that  reveals  a consistent  pattern  of  patient  response. 

A highly  favorable  benefits' tO'risk  ratio.  And  minimal  interference  with 
many  primary  medications. 

Doing  one  thing  well.  Basically,  that’s  what  Librium  is  all  about. 


LIBRIUM  ( 

chlordiazepoxide  HQ/ Roche 


ROCHE 


*If  you  have  a question  about  Librium 
or  any  other  Roche  product,  write  to 
Professional  Services,  Roche  Laboratories, 
Nutley,  New  Jersey  071 10. 


Please  see  preceding  page 
for  a summary  of 
product  information. 


This  Is  Your 

Medical  Association 


Pop’s  Proverbs 

When  a problem  gets  too  big, 
consult  a specialist  in  that  field. 

* * * * 


The  Sioux  Falls  Chamber  of 
Commerce  announced  the  ap- 
pointment of  Loren  Amundson, 
M.D.  to  a three  year  term  on  the 
Board  of  Directors  of  the  Cham- 
ber’s Convention/Visitors  Bu- 
reau. 

* * * * 


Speakers  at  the  Better  Living  and 
Breathing  seminar  held  at  Mc- 
Kennan  Hospital,  Sioux  Falls, 
included  M.C.  Rost,  M.D., 
Stephen  Noll,  M.D.,  and  Rodney 
Parry,  M.D. 

^ ^ 


Dennis  Johnson,  M.D.,  Sioux 
Falls,  met  with  the  Sioux  Valley 
Hospital  Nurses  Alumni  and 
discussed  scoliosis  treatment  and 
surgery. 

:fc  He  % sfs 


Midland  National  Life  Insurance 
Company  has  named  John  Dona- 
hoe,  M.D.,  Sioux  Falls,  medical 
director  for  the  company. 


M.  G.  Mutch,  Jr.,  M.D.,  and 
T.  L.  Looby,  M.D.,  Sioux  Falls, 
announced  the  association  of 
Dean  L.  Madison,  M.D.  in  the 

practice  of  obstetrics  and  gyne- 
cology. Dr.  Madison  is  a gradu- 
ate of  the  University  of  Iowa 
School  of  Medicine  and  served 
his  ob-gyn  residency  at  the  Uni- 
versity of  Iowa  Hospitals.  He 
served  in  the  army  at  Fort  Bragg, 
North  Carolina  before  coming  to 
South  Dakota. 

* * * * 


YOUR 

CONTRIBUTION 
TO  THE 

SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT 
FUND 
IS  NEEDED 


Gary  Reams,  M.D.,  Dell  Rapids, 
flew  a T6  World  War  II  trainer 
during  the  Sport  Aviation  Day 
Air  Show  at  Sky  Haven  Airport 
near  Tea. 
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Members  of  the  Sioux  Valley 
Hospital  Auxiliary  heard  Robert 
Willix,  M.D.,  Sioux  Falls,  report 
on  the  new  cardiac  catheteriza- 
tion lab  at  the  hospital  and  the 
beginning  of  open  heart  surgery 
in  the  state. 

4c  :jc  4c  4* 


Christine  Bucy,  M.D.,  Sioux 
Falls,  spoke  at  a meeting  of  the 
Sioux  Empire  Chapter  of  the 
American  Association  of  Medical 
Assistants  on  the  family  practice 
specialty  and  her  feelings  as  a 
woman  in  the  medical  field. 

* * * * 


Rodney  Parry,  M.D.,  assistant 
professor  of  medicine  at  the  Uni- 
versity of  South  Dakota  School 
of  Medicine,  participated  in  a 
workshop  on  Chronic  Obstructive 
Pulmonary  Disease  held  at  the 
Veterans  Administration  Hospital 
in  Sioux  Falls. 
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SOUTH  DAKOTA 


CLINICOPATHOLOGICAL  CONFERENCE 

From  the  Intern  and  Resident  Teaching  Conferences  at  the  Sioux  Valley  Hospital,  conducted  by 
the  Department  of  Pathology  of  the  Hospital  and  of  the  School  of  Medicine 
of  the  University  of  South  Dakota 


SOME  DIAGNOSTIC  PROBLEMS  IN 

BONE  AND  JOINT 


LESIONS  OF 


James  Miller,  M.D.* 

Resident-Discusser 


Richard  Nice,  M.D.**  John  F.  Barlow,  M.D.,  FCAP*** 

Orthopedic  Surgeon  Pathologist — Editor 

Consultant 


CASE  NO.  699815 

This  51-year-old  Caucasian  male  entered  with  a chief 
complaint  of  ulceration  of  the  posterior  aspect  of  the 
shoulder  of  several  weeks  duration. 

Eighteen  years  prior  to  admission,  the  patient  had  fallen 
upon  the  posterior  aspect  of  the  left  shoulder.  Over  the 
years  he  had  developed  intermittent  swelling  with  fluid 
which  had  been  aspirated  on  multiple  occasions  and  be- 
cause of  pain  he  had  received  at  least  50  injections  of  local 
steroid.  At  the  time  of  the  original  shoulder  injury,  the  pa- 
tient had  also  had  a five  month  history  of  pleuritic  chest 
pain  with  minimally  productive  cough  and  malaise.  There 
was  some  shortness  of  breath  and  one  or  two  nights  sweats 
at  this  time.  The  patient  gradually  lost  his  ability  to  abduct 
the  arm  but  he  could  control  his  forearm  muscles.  Limita- 
tion of  the  motion  of  the  shoulder  was  particularly  severe 
during  the  last  two  years.  Approximately  two  months  pre- 
viously the  patient  noted  a soft  lump  over  the  posterior  as- 
pect of  the  humerus.  This  increased  in  size  and  eventually 
broke  down  ulcerating  through  the  skin.  The  patient  had 
taken  indomethacin  and  aspirin  for  the  shoulder  with  some 
minimal  relief  of  pain.  The  patient  had  what  was  described 
as  pneumonia  a year  prior  to  the  fall  on  the  shoulder.  There 
was  no  history  of  cough  or  hemoptysis  subsequently  and  the 
patient  claimed  that  he  had  had  negative  chest  x-rays  in  the 
early  1960's  but  did  not  know  when  his  most  recent  chest 
x-ray  was  done. 

The  family  history  was  negative  and  the  social  history 
revealed  that  the  patient  had  stopped  smoking  six  years  pre- 
viously. The  review  of  systems  was  basically  negative.  There 
were  no  other  serious  illnesses  or  hospitalization. 

PHYSICAL  EXAMINATION:  Temperature  98.6°F,  pulse 
70/min.  and  regular,  respirations  16/min.  and  regular, 
blood  pressure  150  systolic  and  76  diastolic,  weight  150  lbs., 
height  5'9”.  The  patient  had  multiple  caries  in  the  lower 


* Resident  in  Family  and  Community  Medicine,  Sioux 
Falls,  SD. 

**  Orthopedic  Surgeon,  Sioux  Valley  Hospital;  Clinical 
Faculty,  School  of  Medicine,  The  University  of  South 
Dakota. 

***Pathologist,  Laboratory  of  Clinical  Medicine  and  Sioux 
Valley  Hospital;  Professor  of  Pathology,  School  of 
Medicine,  University  of  South  Dakota. 

Supported  in  part  by  Clinical  Cancer  Training  Grant  T12  CA  08032 
from  the  National  Cancer  Institute  of  the  National  Institute  of  Health 
U.S.  Public  Health  Service. 


teeth  and  an  upper  set  of  dentures.  There  were  no  other  ab- 
normalities of  the  head  and  neck.  The  chest  was  clear  to 
auscultation  and  percussion.  The  heart  had  a regular  rhythm 
with  no  murmurs.  The  heart  was  not  enlarged.  Examination 
of  the  abdomen  showed  no  abnormalities.  Examination  of 
the  extremities  and  neurologic  examination  were  within  nor- 
mal limits  except  for  the  left  shoulder.  The  left  shoulder  was 
displaced  inferiorly  and  medially.  There  was  total  loss  of 
motion  in  all  directions.  On  the  posterior  aspect  of  the 
shoulder  there  was  an  8 x 5 cm.  firm  non  tender  mass  over 
the  lower  aspect  of  which  was  a 2.5  cm.  ulcer  draining  a 
minimal  amount  of  purulent  material. 

LABORATORY  DATA:  Urinalysis — straw  colored,  spe- 
cific gravity  1.017,  pH  7.5,  negative  for  protein,  glucose, 
ketone  bodies,  bile,  and  hemoglobin;  sediment  2-3  wbc/ 
high  power  field.  Hemoglobin  14.8  gms/dl,  red  count  4.94 
million/mm3,  hematocrit  43  vols/dl,  mean  corpuscular 
hemoglobin  30  micromicrograms,  mean  corpuscular  volume 
85  cubic  micra,  mean  corpuscular  hemoglobin  concentra- 
tion 35%,  total  leukocyte  count  5,900/mm3  with  78%  seg- 
mented neutrophils,  2%  neutrophilic  bands  and  20%  lymph- 
ocytes. The  platelets  were  normal  in  number  and  morphol- 
ogy and  the  red  cells  were  normochromic  normocytic.  A 
serology  was  non-reactive  and  the  prothrombin  time  was  13 
seconds  with  a 13  second  control.  A test  for  rheumatoid 
arthritis  was  negative.  A 12-panel  biochemical  profile  was 
within  normal  limits.  Culture  from  aspiration  of  the  shoul- 
der revealed  proteus  mirabilis.  Chest  film  revealed  ill-de- 
fined nodular  densities  in  the  apices  of  both  lungs.  X-rays 
of  the  shoulder  showed  marked  flattening  of  the  humeral 
head  with  severe  degenerative  changes  in  the  shoulder  joint. 
There  was  a large  mass  with  lobular  calcification. 

DR.  MILLER:  There  is  a floccular  infiltrate  at  the 
apices  of  both  lungs.  This  is  extremely  helpful  in 
the  diagnosis  in  this  case.  With  the  presence  of  these 
nodular  densities  and  the  extensive  calcification 
and  destructive  changes  in  the  shoulder  joint,  which 
we  know  occurred  over  a prolonged  period  of  time, 
a diagnosis  of  tuberculosis  immediately  comes  to 
mind.  The  fact  that  the  patient  has  had  multiple 
injections  of  steroids,  has  very  little  in  the  way  of 
signs  or  symptoms  other  than  localized  to  the  joint, 
and  the  characteristic  absence  of  fever  certainly 
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support  the  diagnosis.  I will  have  to  admit  I was  in 
the  office  when  this  patient  was  first  seen  by  Dr. 
Nice.  At  surgery,  there  was  a tremendous  amount  of 
grumous  material  drained  from  the  joint  cavity 
which  proved  to  be  tuberculosis  on  culture. 

DR.  NICE:  Although  this  case  may  seem  easy  in 
retrospect,  I would  like  to  give  you  some  of  my 
thoughts  before  surgery.  This  man  came  into  my  of- 
fice and  had  a firm  mass  in  the  posterior  aspect  of 
his  shoulder.  It  did  become  fluctuant  later  when  it 
started  to  drain.  He  gave  a history  of  multiple  in- 
jections over  the  past  few  years.  I strongly  consid- 
ered the  possibility  that  he  had  a malignant  degen- 
eration of  a benign  tumor  of  bone  such  as  an  osteo- 
chrondroma  or  chondroblastoma,  which  had  degen- 
erated into  a chondrosarcoma.  (Fig.  1)  The  floccu- 
lar  calcification  and  lack  of  systemic  systems  certain- 
ly made  this  diagnosis  plausible.  When  we  obtained 
the  chest  film  and  saw  the  apical  infiltrates,  the  di- 
agnosis of  tuberculosis  became  more  likely. 


Figure  1 

Irregular  mottled  destruction  of  bone  and  soft  tissue  calcifi- 
cation. 


DR.  MILLER:  The  radiologist  felt  that  the  abnor- 
mality in  the  shoulder  could  represent  either  meta- 
static disease  or  a granulomatous  disease  such  as 
tuberculosis. 


* Chairman  of  Family  & Community  Medicine,  School  of 
Medicine,  The  University  of  South  Dakota. 

**  Resident  in  Family  & Community  Medicine,  Sioux  Falls, 
SD. 

***Orthopedic  Surgeon,  Sioux  Valley;  Hospital;  Clinical 
Faculty,  School  of  Medicine,  The  University  of  South 
Dakota. 


*DR.  LOREN  AMUNDSON:  I would  think  it 
would  be  unlikely  to  have  metastatic  disease  to  the 
shoulder  with  bilateral  apical  infiltrates  and  calcifi- 
cation in  the  metastases. 

DR.  BARLOW:  I do  agree  that  one  would  have  to 
consider  the  diagnosis  of  chondrosarcoma  very  seri- 
ously when  one  sees  floccular  calcification  like  this 
with  destruction  in  a bone. 

DR.  MILLER:  Tuberculous  infection  of  the  joints 
is  decreasing  in  incidence  in  the  United  States  and 
constitutes  only  2%  to  3%  of  all  tuberculous  infec- 
tions. Tuberculous  infections  of  the  bone  and  joint 
occur  with  descending  order  of  frequency  in  the 
vertebral  column,  the  hip,  and  the  knee.  The  spine 
is  involved  more  commonly  than  the  other  areas 
combined.  In  some  patients,  more  than  one  joint 
can  be  affected;  but  the  disease  is  usually  mono- 
articular. Trauma  and  lowered  resistance  may  have 
some  influence  on  localization.  The  organisms  can 
gain  entrance  to  the  joint  either  from  hemato- 
geneous  or  lymphatic  spread,  or  by  direct  extension. 
In  this  man,  repeated  trauma  and  lowered  resist- 
ance because  of  steroid  injections  could  have  been  a 
factor  and  he  also  could  have  had  spread  into  the 
joint  from  direct  extension  from  the  lung.  In  gen- 
eral, tuberculosis  of  bone  is  characterized  by  bone 
destruction  with  little  tendency  toward  the  forma- 
tion of  new  bone.  This  was  true  in  this  case. 

The  patient  was  treated  with  isoniazid,  pyridox- 
ine,  and  ethambutol.  The  pyridoxine  is  used  to  fore- 
stall the  development  of  peripheral  neuritis  which 
can  occur  with  isoniazid.  The  plan  is  to  treat  the 
patient  for  1 8 months. 

DR.  NICE:  Yes,  after  he  receives  appropriate  ther- 
apy, I plan  to  perform  an  arthrodesis  on  his 
shoulder.  He  is  under  the  care  of  a specialist  in  in- 
ternal medicine  at  this  point. 

**DR.  CHRISTINE  BUCY:  Do  you  feel  that  the 
steroid  injections  produced  the  exaccerabation  of 
the  tuberculous  process  in  the  shoulder? 

DR.  NICE:  I feel  he  should  not  have  had  that 
many  injections  and  that  the  steroids  may  have 
made  the  shoulder  joint  a more  fertile  area  for  tu- 
berculous seeding. 

***DR.  GAIL  BENSON:  I think  it  is  wise  to  re- 
member that  swelling  in  the  absence  of  infection  or 
hematoma  is  rare  in  the  shoulder  joint.  One  oc- 
casionally gets  swelling  in  rheumatoid  arthritis  but 
this  is  an  exception. 

DR.  BARLOW:  This  is  a gross  picture  of  the  case- 
ous material  removed  from  the  tuberculosis  shoulder. 
(Fig.  2)  Microscopic  sections  revealed  extensive  de- 
struction, fibrosis,  and  calcification.  In  a few  areas 
there  were  definite  granulomas.  (Fig.  3)  Acid  fast 
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Figure  2 

Caseous  mass  removed  from  shoulder. 


t*  . 


Figure  3 

Typical  granuloma  of  tuberculosis  with  Langhans  giant 
cell. 

stains  were  positive  and  the  material  did  culture 
mycobacterium  tuberculosis  variety  hominis.  I might 
mention  that  there  were  a number  of  areas  where 
there  was  acute  inflammation  in  this  specimen.  These 
areas  represent  superinfection  by  the  prcteus  or- 
ganism which  was  cultured  from  the  draining  ma- 
terial. This  points  out  the  fact  that  superinfection 
can  occur  in  tuberculosis  and  that  one  must  still  have 
a high  index  of  suspicion  for  tuberculous  infection 
even  though  an  infecting  organism  such  as  proteus  is 
isolated  from  a draining  sinus. 

DR.  NICE:  I think,  as  Dr.  Miller  pointed  out,  that 
tuberculosis  of  the  shoulder  is  not  common.  One 
usually  thinks  of  this  as  mainly  a disease  affecting 
the  vertebral  column.  However,  since  I have  been  in 
South  Dakota,  I have  seen  two  shoulders  and  two 
knee  joints  affected  with  tuberculosis.  One  must  al- 
ways keep  the  possibility  of  tuberculous  infection 
in  mind. 

DR.  BARLOW:  The  chest  film  may  be  negative  in 


tuberculous  arthritis. 

FINAL  ANATOMIC  DIAGNOSIS 

TUBERCULOSIS  OF  SHOULDER  JOINT 

CASE  NO.  699049 

This  18-year-old  Caucasian  male  was  admitted  to  Sioux 
Valley  Hospital  because  of  a painful  right  knee  of  2-3  weeks 
duration.  The  patient  had  no  history  of  prior  hospitaliza- 
tions or  serious  disease.  The  review  of  systems  was  negative. 
He  had  been  in  good  health.  An  x-ray  of  the  knee  in  the 
emergency  ward  on  an  out-patient  basis  showed  a lytic  lesion 
in  the  proximal  tibial  plateau.  The  diagnosis  of  possible 
giant  cell  tumor  was  made.  There  had  been  no  history  of 
chills,  fever,  sweats,  or  weight  loss. 

PHYSICAL  EXAMINATION:  Pulse  60/min.  and  regular, 
respirations  18/min.  and  regular,  blood  pressure  140  sys- 
tolic and  78  diastolic,  height  5'8 ",  weight  155  lbs.  Exam- 
ination of  the  eyes,  ears,  nose  and  throat  were  negative. 
The  lungs  were  clear  to  auscultation  and  percussion.  The 
heart  had  a normal  sinus  rhythm.  The  examination  of  the 
abdomen  was  negative.  Extremities  were  normal  except  for 
the  right  knee  which  showed  slight  thickening  and  was  ten- 
der but  not  red  or  inflamed.  Neurologic  examination  was 
negative. 

LABORATORY  DATA:  Urinalysis — pale,  yellow,  specific 
gravity  1.005,  pH  6.0,  negative  for  protein,  glucose,  ketone 
bodies,  bile  and  hemoglobin:  sediment — negative.  Hemo- 
globin 15.7  gms/dl,  red  count  5.02  million/mm:i,  he- 
matocrit 46  vol/dl,  mean  corpuscular  hemoglobin  31  micro- 
micrograms,  mean  corpuscular  volume  89  cubic  micra, 
mean  corpuscular  hemoglobin  concentration  of  34%,  total 
leukocyte  count  7,100/mm:i  with  61%  segmented  neutro- 
phils, 1%  eosinophils,  and  28%  lymphocytes.  The  platelets 
appear  normal  in  number  and  morphology.  A serologic  test 
for  syphilis  was  nonreactive.  Erythrocyte  sedimentation  rate 
was  50  mm/hr.  A chest  film  was  negative. 

DR.  MILLER:  When  one  sees  a single  punched  out 
lesion  in  a bone,  I cannot  help  but  think  of  eosino- 
philic granuloma.  This  may  be  because  I have  seen 
a case  recently.  (Fig.  4). 

DR.  NICE:  That  diagnosis  would  be  a reasonable 
one  but  I think  that  there  is  too  much  sclerosis  at 
the  edge  of  the  lesion.  In  an  eosinophilic  granuloma, 
there  is  usually  a discrete  lytic  lesion  with  no  reac- 
tive bone.  The  x-ray  appears  as  if  someone  had 
erased  a portion  of  the  x-ray.  This  lesion  has  in- 
teresting radiologic  characteristics.  It  is  eccentric  in 
location  at  the  end  of  a long  bone,  it  bridges  the 
epiphyseal  plate;  and  it  has  a punched  out  appear- 
ance with  a sclerotic  margin.  This  location  in  the 
epiphyseal  plate  in  a patient  this  age  certainly  makes 
one  consider  a giant  cell  tumor.  It  is  interesting  that 
clinically  the  lesion  caused  him  no  pain  until  he 
had  been  on  his  feet  several  hours.  The  sclerotic 
margin  of  the  lesion  does  suggest  a benign  lesion  and 
I also  considered  a non-ossifying  fibroma. 

DR.  MILLER:  Other  lesions  that  might  be  con- 
sidered in  a differential  diagnosis  are  osteoid  oste- 
oma, osteosarcoma,  the  fibrous  dysplasia  as  well  as 
eosinophilic  granuloma. 

DR.  BENSON:  Benign  bone  cysts  such  as  chon- 
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Figure  4 

Osteolytic  lesion  is  seen  in  upper  tibia. 


dromyxoid  fibroma  and  benign  chondroblastoma  of 
bone  are  certainly  possibilities.  I feel  that  osteoid 
osteoma  would  be  extremely  unlikely  in  the  ab- 
sence of  a nidus  and  this  is  not  the  poorly  localized 
destructive  lesion  seen  in  osteosarcoma. 

DR.  MILLER:  The  diagnosis  in  this  case  was  none 
of  the  above  but  was  a Brodie’s  abscess. 

DR.  NICE:  In  operating  upon  the  patient,  there 
was  very  thin  overlying  bone  and  once  this  was 
broken,  there  was  a pocket  of  yellow  pus.  I curretted 
out  all  the  material  looking  carefully  for  any  possible 
tumor  tissue  but  found  none.  The  culture  did 
reveal  staphylococcus  aureus.  The  patient  did  ex- 
tremely well  and  returned  to  work  in  two  to  three 
weeks.  I did  not  pack  the  lesion  with  bone  chips. 
DR.  BENSON:  Did  you  treat  the  patient  with  anti- 
biotics? 

DR.  NICE:  Yes,  I did  because  it  did  culture  staphy- 
lococcus aureus. 

*DR.  VOGT:  It  is  interesting  the  patient  did  have 
a high  erythrocytic  sedimentation  rate.  Would  you 
expect  this  in  giant  cell  tumor  or  one  of  the  other 
tumors? 

DR.  NICE:  I think  you  can  get  an  elevation  of  sedi- 
mentation rate  with  giant  cell  tumor  but  I doubt  that 
you  will  see  such  an  elevation  with  one  of  the  benign 

♦Resident  in  Family  and  Community  Medicine,  Sioux  Falls, 
SD. 


lesions. 

DR.  BARLOW:  How  often  do  you  see  Brodie’s 
abscess? 

DR.  NICE:  I think  this  is  hard  to  answer  because 
sometimes  the  lesion  is  static  clinically  for  a long 
time  and  may  disappear  after  antibiotic  therapy. 

DR.  MILLER:  Brodie’s  abscess  apparently  is  a lo- 
calized osteomyelitis  that  probably  dates  back  to  a 
recognized  or  unrecognized  bacteremia.  The  lesion 
may  persist  for  years  and  is  filled  with  pus  and 
fibrous  tissue.  The  lesion  may  be  sterile  but  can,  as 
in  this  case,  culture  an  organism  such  as  staphylo- 
coccus. The  tibia  is  a favorite  site  for  the  lesion  and 
it  occurs  in  older  children  and  in  young  adults. 
The  most  common  symptom  is  pain,  which  is  often 
worse  at  night,  and  there  may  or  may  not  be  heat 
or  tenderness  over  the  area  of  the  lesion.  The  x-ray 
appearance  often  is  an  area  of  decreased  density 
with  peripheral  sclerotic  bone,  perhaps  more  than 
seen  in  this  case.  Treatment  should  include  thorough 
drainage  and  curettement  of  the  lesion  with  the  use 
of  systemic  antibiotics.  No  external  drainage  is  in- 
dicated. 

DR.  BARLOW:  Sections  of  the  material  curetted 
through  the  abscess  cavity  show  fibrosis  and  both 
acute  and  chronic  inflammatory  cells  suggesting  this 
was  indeed  a chronic  active  process.  There  were  no 
eosinophils  suggesting  eosinophilic  granuloma.  (Fig. 
5) 
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Figure  5 

Chronic  active  inflammation  with  polymorphonuclear  leu 
kocytes  and  plasma  cells  in  Brodie’s  abscess. 


FINAL  DIAGNOSIS 

BRODIE’S  ABSCESS 


CASE  NO.  676629 

This  25-year-old  Caucasian  male  was  admitted  to  Sioux 
Valley  Hospital  because  of  pain  in  the  posterior  left  leg 
for  three  weeks  duration. 

The  patient  had  sudden  onset  of  sharp  pain  in  the  pos- 
terior proximal  side  of  the  left  leg  not  associated  with  trau- 
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ma.  Analgesics  (propoxyphene)  controlled  the  pain  which 
returned  immediately  on  cessation  of  the  drug.  The  pain  be- 
came progressively  severe  until  he  could  hardly  walk. 

The  review  of  systems  was  completely  negative  and  the 
patient  had  had  no  previous  hospitalizations  or  operations. 

PHYSICAL  EXAMINATION:  Temperature  98.6°,  pulse 
88/min.  and  regular,  respirations  18/min.  and  regular,  blood 
pressure  130  systolic  and  72  diastolic,  weight  176  lbs., 
height  5'11".  Examination  of  the  head  and  neck  was  unre- 
markable. The  lungs  were  clear  to  auscultation  and  per- 
cussion. The  heart  was  within  normal  limits  of  size  and 
showed  a regular  rhythm  and  no  murmurs.  Abdominal 
examination  revealed  no  spasm,  tenderness,  or  palpable  or- 
gans or  masses.  Examination  of  the  genitalia,  extremities 
and  back  were  unremarkable.  A neurologic  examination 
was  within  normal  limits.  There  was  a bony  hard  mass  in 
the  proximal  left  fibular  region  approximately  8 cm.  in  di- 
ameter. 

LABORATORY  DATA:  Urinalysis — yellow,  turbid,  spe- 
cific gravity  1.021;  pH  6.5;  negative  for  protein,  glucose, 
ketone  bodies,  bile  and  hemoglobin:  sediment — negative. 
Hemoglobin  15.4  gms/dl,  hematocrit  44  vols/dl,  total  leu- 
kocyte count  7100/mmi!  with  59%  segmented  neutrophils, 
and  41%  lymphocytes.  The  red  cells  were  normochromic 
normocytic  on  smear  and  the  platelets  appeared  normal  in 
number  and  morphology.  A zetacrit  was  51%  (40-54%).  A 
serologic  test  for  syphilis  was  non-reactive.  The  usual  12- 
panel  biochemical  survey  including  calcium,  inorganic  phos- 
phorus, and  alkaline  phosphatase  were  within  normal  limits. 
A chest  film  was  negative.  A film  of  the  left  fibula  showed 
a lytic  lesion  with  some  new  bone  formation  in  the  proximal 
fibula.  There  was  no  abnormality  in  the  other  bones.  An 
operation  was  performed. 

DR.  NICE:  I feel  there  are  a number  of  important 
points  to  be  made  about  this  case.  First,  x-rays 
were  taken  at  another  location  by  another  physician 
and  the  patient  was  told  his  x-rays  were  normal. 
However,  I think  the  x-rays  were  of  poor  quality. 
One  always  wants  to  review  outside  films.  When  I 
examined  this  patient,  he  had  a definite  mass  which 
was  much  larger  than  one  would  be  led  to  expect 
if  one  were  viewing  the  x-ray  films.  The  marked  de- 
struction of  bone,  the  invasion  through  the  perios- 
teum, the  formation  of  new  bone  and  the  fact  that 
I could  feel  a tumor  greater  than  I would  have  ex- 
pected on  the  x-ray,  all  made  me  consider  a ma- 
lignant tumor.  I was  concerned  about  an  osteosarco- 
ma. At  any  rate,  I felt  the  patient  needed  surgical 
exploration  with  biopsy.  (Fig.  6) 

DR.  BENSON:  One  would  have  to  include  in  this 
differential  diagnosis  fibrosarcoma  as  well  as  the  de- 
generation of  osteochondroma  into  a chondrosar- 
coma. The  latter  diagnosis  would  be  a little  unusual 
for  this  age  group. 

DR.  MILLER:  In  trying  to  look  at  other  possible 
differential  diagnoses  of  this  lesion,  I can  only  say 
that  this  must  be  a malignant  bone  tumor. 

DR.  BARLOW:  I think  this  x-ray  should  be  com- 
pared to  the  last  one  where  there  is  a punched  out 
lesion  of  bone  with  sclerosis  suggesting  a benign 
bone  tumor.  In  contrast  this  case  reveals  poor 


Figure  6 

Preoperative  film  with  irregular  area  of  osteolysis  proximal 
end  of  fibula. 

localization,  invasion  through  the  periosteum  and 
the  presence  of  a large  clinical  mass  which  suggests 
a malignant  tumor.  I would  also  like  to  put  in  a plug 
for  the  radiologist.  I feel  that  before  diagnosing  a 
bone  tumor,  pathologists  must  look  at  the  x-rays 
along  with  the  orthopedic  surgeon.  However,  x-rays 
can  be  extremely  difficult  to  interpret  when  you 
don’t  view  them  every  day.  There  may  be  subtle 
changes  that  only  a radiologist  may  detect.  This 
can  be  important. 

DR.  NICE:  I approached  this  lesion  with  the  idea 
of  performing  an  incisional  biopsy.  The  cortex  was 
markedly  expanded  and  I attempted  a wedge  bi- 
opsy, but  the  tissue  was  too  edematous.  Because  I 
thought  the  lesion  might  be  malignant  and  because 
it  had  a favorable  location,  I performed  a resection 
of  the  lesion  removing  the  tumor  along  with  soft  tis- 
sue and  a margin  of  surrounding  bone.  At  the  time 
of  resection,  I was  very  concerned  about  the  pero- 
neal nerve  which  I had  difficulty  retracting  during 
the  procedure.  Since  I was  considering  a malig- 
nancy, such  as  perhaps  a giant  cell  tumor;  I re- 
sected the  lesion  completely  knowing  that  if  I had  to 
return  to  this  region  for  a recurrence  I would  very 
likely  sever  the  peroneal  nerve. 

DR.  BARLOW:  The  lesion  was  a giant  cell  tumor  of 
bone.  Since  giant  cells  occur  in  all  lesions  of  bone, 
the  characteristic  feature  of  giant  cell  tumor  is  not 
the  giant  cells  in  this  lesion  but  the  stromal  cells 
which  show  evidence  of  an  actively  growing  lesion. 
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The  nuclei  are  plump  and  irregular  and  mitoses  are 
frequent  in  the  stromal  cells.  (Fig.  7) 

I would  like  to  mention  a couple  of  points  about 
this  lesion  that  are  important.  First,  we  often  talk 
about  at  least  two  giant  cell  lesions  in  reference  to 
bones  and  joints.  The  first  is  the  so-called  giant  cell 
tumor  of  tendon  sheath  which  is  related  to  pig- 
mented villonodular  tenosynovitis  of  the  large  joints. 
A giant  cell  tumor  of  tendon  sheath  is  seen  in 
small  joints,  often  of  the  hands.  These  lesions,  al- 
though they  may  occasionally  erode  bone  and  recur 
locally,  are  unlikely  to  metastasize  and  can  be  cured 
by  local  surgery  in  most  instances.  However,  the 
giant  cell  tumor  that  occurs  in  bone  is  a much  more 
aggressive  lesion.  It  has  been  called  benign  giant 
cell  tumor  of  bone  but  I feel  this  is  a misnomer  be- 


Figure  7 

Several  giant  cells  and  a stromal  mitosis  in  center  of  a 
typical  giant  cell  tumor. 


cause  the  lesion  can  metastasize  regardless  of  its 
histologic  appearance.  There  are  obviously  his- 
tologically malignant  giant  cell  tumors  of  bone  and 
these  do  behave  in  a malignant  fashion.  However, 
the  more  common  benign  appearing  lesion,  such  as 
in  this  case,  can  recur  frequently  and  metastasize.  If 
possible,  I believe  the  lesion  should  be  resected. 

DR.  NICE:  T agree  that  this  tumor  is  malignant  and 
1 am  glad  that  I resected  this  case.  If  I can,  I try 
to  resect  all  cases  of  this  lesion.  I certainly  agree 
that  it  is  very  hard  to  histologically  identify  which 
lesions  are  going  to  metastasize;  and  for  this  reason, 
surgery  should  be  aggressive.  (Fig.  8) 

DR.  BENSON:  I certainly  agree  with  those  state- 
ments, but  often  giant  cell  tumor  does  not  occur  in  a 
suitable  area  like  this  where  it  can  be  resected.  It 
often  occurs  at  the  distal  end  of  the  femur  or  prox- 
imal tibia  and  is  very  hard  to  resect  without  causing 
severe  impairment  of  the  joint.  The  lesion  also  oc- 


Figure  8 

Postoperative  film  showing  extent  of  resection  of  proximal 
fibula. 

curs  in  the  epiphyseal  plate  and  this  is  so  close  to 
the  joint  so  that  resection  is  extremely  difficult.  On 
the  other  hand,  you  have  the  perplexing  problem  in 
that  if  the  lesion  recurs,  you  don't  know  whether 
to  perform  an  amputation  or  not. 

DR.  NICE:  These  lesions  can  occur  in  inaccessible 
areas  and  radiation  of  these  lesions  can  be  used  as 
a form  of  therapy.  However,  I would  like  to  caution 
that  some  believe  radiation  can  induce  malignant 
transformation  of  these  lesions.  Radiation  should 
only  be  used  for  those  lesions  where  resection  is 
not  feasible. 

DR.  MILLER:  The  giant  cell  tumor  is,  as  pointed 
out,  often  a lesion  seen  in  young  adults,  at  the 
epiphyseal  ends  of  the  bone  and  can  be  slowly  grow- 
ing. I would  like  to  show  the  post  operative  x-ray  to 
show  the  extent  of  the  lesion.  (Fig.  8) 

DR.  BARLOW:  Perhaps  we  should  not  use  the  term 
giant  cell  tumor  anymore  because  of  the  confusion 
as  I have  mentioned  above.  A better  term  would 
perhaps  be  osteoclastoma  which  is  the  term  the 
English  have  used  for  some  time. 

FINAL  ANATOMIC  DIAGNOSIS 
GIANT  CELL  TUMOR  OF  BONE 
(OSTEOCLASTOMA) 
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F.P.’s  NEEDED 

Growing  community  of  4,000+ 
needs  1-2  M.D.’s.  2 F.P.’s  in  town 
and  one  nearby.  Join  existing 
practice  or  solo  available.  Excel- 
lent recreation  and  economy.  60 
miles  from  metropolitan  cities. 
57  bed  JCAH  hospital  in  commu- 
nity. Trade  area  of  12,000+. 
Contact: 

L.  Wattier,  Administrator 
Memorial  Hospital,  Inc. 

104  West  17th 
Schuyler,  NE  68661 
(402)  352-2441 


Homemade  Oxygen 

The  Bendix  Respiratory  Support  System,  RSS,  uses  normal  room  air  as  its  sole 
source  for  delivering  continuous,  concentrated  oxygen  to  patients  who  require 
oxygen-enriched  air. 


No  Tanks  — No  Regulators 

Documented  studies  available 

Medicare  approved 

Rental  with  complete  main- 
tenance program 

For  further  information,  call: 


MEDICAL  EQUIPMENT 


RENTALS  'SALES  •SERVICE  (locally) 

309  W.  14th  • Sioux  Falls,  S.  Dak.  57104 
Phone  605/339-1881 

We  Deliver  and  Install 


NOVEMBER  1977 
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You  need  us 
for  the  same  reasons 
your  patients 
need  you. 


You're  sought  out  for  your  skills,  your  experience, 
your  expertness  in  your  field,  because  you're  a 
professional.  So  when  your  family's  financial  future 
is  at  stake,  and  you  need  help  in  planning  that 
future  . . . doesn't  it  make  sense  to  seek  out  the  same 
degree  of  professionalism?  Of  course  it  does. 

Together  we  can  review  the  many  options  you  might 
exercise  in  your  estate  and  tax  planning.  Options 
like:  trusts  under  will,  living  trusts,  short-term  trusts, 
or  life  insurance  trusts.  We  can  create  a solid, 
sound  estate  plan  that  exactly  custom-fits  your 
needs.  Both  present  and  future. 

Just  call  your  attorney  to  get  things  started. 


# FirstSiouxFalls 

People  Banking  on  People 

MAIN  OFFICE  • EXPRESS  BANK  • WESTERN  MALL  BRANCH 
INDUSTRIAL  BRANCH  • EMPIRE  BRANCH 


The  First  National  Bank  in  Sioux  Falls 


Member  F.D.I.C. 
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__  Tablets  _ _ 

Percocet  -5  (£ 

DESCRIPTION  Each  tablet  of  PERC0CET®-5  con- 
tains 5mg  oxycodone  hydrochloride  (WARNING: 
May  be  habit  forming),  325mg  acetaminophen 
(APAP) 

INDICATIONS  For  the  relief  of  moderate  to  moder- 
ately severe  pain. 

CONTRAINDICATIONS  Hypersensitivity  to  oxyco- 
done or  acetaminophen. 

WARNINGS  Drug  Dependence  Oxycodone  can  pro- 
duce drug  dependence  of  the  morphine  type  and, 
therefore,  has  the  potential  for  being  abused.  Psy- 
chic dependence,  physical  dependence  and  toler- 
ance may  develop  upon  repeated  administration  of 
PERC0CET®-5,  and  it  should  be  prescribed  and 
administered  with  the  same  degree  of  caution 
appropriate  to  the  use  of  other  oral  narcotic-contain- 
ing medications.  Like  other  narcotic-containing 
medications,  PERC0CET®-5is  subject  to  the  Federal 
Controlled  Substances  Act. 

Usage  in  ambulatory  patients  Oxycodone  may 
impair  the  mental  and/or  physical  abilities  required 
for  the  performance  of  potentially  hazardous  tasks 
such  as  driving  a car  or  operating  machinery.  The 
patient  using  PERC0CET®-5  should  be  cautioned 
accordingly. 

Interaction  with  other  central  nervous  system 
depressants  Patients  receiving  other  narcotic  anal- 
gesics, general  anesthetics,  phenothiazines,  other 
tranquilizers,  sedative-hypnotics  or  other  CNS 
depressants  (including  alcohol)  concomitantly  with 
PERC0CET®-5  may  exhibit  an  additive  CNS  depres- 
sion. When  such  combined  therapy  is  contempla- 
ted, the  dose  of  one  or  both  agents  should  be 
reduced. 

Usage  in  pregnancy  Safe  use  in  pregnancy  has  not 
been  established  relative  to  possible  adverse  effects 
on  fetal  development.  Therefore,  PERC0CET®-5 
should  not  be  used  in  pregnant  women  unless,  in 
the  judgment  of  the  physician,  the  potential  benefits 
outweigh  the  possible  hazards. 

Usage  in  children  PERC0CET®-5  should  not  be 
administered  to  children. 

PRECAUTIONS  Head  injury  and  increased  intra- 
cranial pressure  The  respiratory  depressant  effects 
of  narcotics  and  their  capacity  to  elevate  cerebro- 
spinal fluid  pressure  may  be  markedly  exaggerated 
in  the  presence  of  head  injury,  other  intracranial 
lesions  or  a pre-existing  increase  in  intracranial 
pressure.  Furthermore,  narcotics  produce  adverse 
reactions  which  may  obscure  the  clinical  course  of 
patients  with  head  injuries. 

Acute  abdominal  conditions  The  administration  of 
PERC0CET®-5  or  other  narcotics  may  obscure  the 
diagnosis  or  clinical  course  in  patients  with  acute 
abdominal  conditions. 

Special  risk  patients  PERC0CET®-5  should  be 
given  with  caution  to  certain  patients  such  as  the 
elderly  or  debilitated,  and  those  with  severe  impair- 
ment of  hepatic  or  renal  function,  hypothyroidism, 
Addison's  disease,  and  prostatic  hypertrophy  or 
urethral  stricture. 

ADVERSE  REACTIONS  The  most  frequently 
observed  adverse  reactions  include  light-headed- 
ness, dizziness,  sedation,  nausea  and  vomiting. 
These  effects  seem  to  be  more  prominent  in  ambu- 
latory than  in  nonambulatory  patients,  and  some  of 
these  adverse  reactions  may  be  alleviated  if  the 
patient  lies  down. 

Other  adverse  reactions  include  euphoria,  dys- 
phoria, constipation,  skin  rash  and  pruritus. 

DOSAGE  AND  ADMINISTRATION  Dosage  should  be 
adjusted  according  to  the  severity  of  the  pain  and 
the  response  of  the  patient.  It  may  occasionally  be 
necessary  to  exceed  the  usual  dosage  recom- 
mended below  in  cases  of  more  severe  pain  or  in 
those  patients  who  have  become  tolerant  to  the 
analgesic  effect  of  narcotics.  PERC0CET®-5  is  given 
orally.  The  usual  adult  dose  is  one  tablet  every  6 
hours  as  needed  for  pain. 

DRUG  INTERACTIONS  The  CNS  depressant  effects 
of  PERC0CET®-5  may  be  additive  with  that  of  other 
CNS  depressants.  See  WARNINGS. 

DEA  Order  Form  Required. 


£ndo  Inc. 

Manati.  Puerto  Rico  00701 
Subsidiary  of  Endo  Laboratories.  Inc. 
Subsidiary  of  the  DuPont  Company 


November  1977 


EDO  148P 


FOR  MODERATE  TO  MODERATELY  SEVERE  PAIN 


Acetaminophen 
with  the  narcotic 
difference 


Reliable  oral  narcotic  analgesia aspirin  free 


The  narcotic  component  in  PERCOCET  ®-5 
is  oxycodone,  which  is  readily  absorbed  and  provides 
dependable  oral  analgesia  — usually  within  15  to 
30  minutes.  Oxycodone  can  produce  drug  depend- 
ence of  the  morphine  type  and  should  be  prescribed 
with  the  same  degree  of  caution  appropriate  to  the 
use  of  other  narcotic-containing  medications. 


Acetaminophen  is  a non-narcotic  analgesic 
widely  used  for  aspirin-sensitive  patients.  Equivalent 
to  aspirin  in  analgesia,  it  complements  the  pain  relief 
provided  by  oxycodone. 

The  usual  dose  of  PERCOCET R -5  is  one 
tablet  every  six  hours,  providing  convenience  and 
economy  for  your  patients.  PERCOCET®-5  is  ideally 
suited  for  your  patients  with  aspirin  sensitivity, 
with  hemostatic  disturbance,  with  peptic  ulcer  or  on 
anticoagulation  therapy. 


Percocet-5 

each  scored  tablet  contains  5 mg  oxycodone  HC1 
(WARNING:  may  be  habit  forming)  and  325  mg  I J 
acetaminophen  V.  V 

When  aspirin  is 
contraindicated. 


£ndo  Inc. 

Manati,  Puerto  Rico  00701 
Subsidiary  of  Endo  Laboratories,  Inc. 
Subsidiary  of  the  DuPont  Company 


#P0K> 


PERCOCET " is  a registered  trademark  of  Endo  Inc. 

Please  see  facing  page  for  Brief  Summary  of  prescribing  information. 


THE  SOUTH  DAKOTA  MEDICAL  SCHOOL 
ENDOWMENT  ASSOCIATION 

AND 

THE  BOARD  OF  DIRECTORS 

sincerely  thank  you  for  all  your  past  support. 


Our  need  is  growing — 

The  School  is  growing — 

Have  you  increased  your  contribution? 
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South  Dakota  Medical  School  Endowment  Association 

608  West  Avenue,  North 
Sioux  Falls,  SD  57104 


SOUTH  DAKOTA 


DOCTOR: 

is  your  Medical  Assistant 
keeping  in  step  with  you? 

As  medical  practice  becomes  more  complicated  and 
more  highly  specialized,  you  need  more  highly  trained 
medical  assistants  in  your  office. 

Membership  in  the  AMERICAN  ASSOCIATION  OF 
MEDICAL  ASSISTANTS  will  help  your  assistants  keep 
up-to-date  and  informed  of  new  ideas  and  techniques. 
AAMA  s continuing  education  program  offers  workshops 
and  seminars  that  will  enhance  the  professionalism  of 
your  office  employees. 

As  the  first  professional  organization  for  medical 
assistants  (founded  1956),  AAMA  pioneered  in  develop- 
ing the  only  certification  program  in  this  field.  A medical 
assistant  who  successfully  completes  the  basic  examina- 
tion is  identified  as  a Certified  Medical  Assistant  (CMA). 
Specialty  categories  include  administrative  (CMA-A), 
clinical  (CMA-C),  and  pediatric  (CMA-Ped).  More  than 
7,500  certificates  have  been  earned  since  the  first  ex- 
amination was  given  in  1963. 

The  AAMA  pioneered  in  the  development  of  curriculum 
standards  for  medical  assisting  programs.  The  American 
Medical  Association,  in  collaboration  with  AAMA,  is 
recognized  as  an  official  accrediting  agency  for  such  pro- 
grams by  the  U.S.  Office  of  Education. 

On  five  different  occasions  the  AMA  House  of  Delegates 
has  passed  resolutions  commending  the  objectives  of 
AAMA,  endorsing  its  functions,  and  urging  every  physi- 
cian to  encourage  medical  assistants  to  join  the  associa- 
tion in  order  to  benefit  from  its  educational  programs. 


To  help  your  medical  assistants  do  a better  job  of  helping 
you,  urge  them  to  join  AAMA — the  professional  associa- 
tion dedicated  to  their  continuing  education.  Fill  in  the  at- 
tached coupon  and  mail  it  today.  Your  practice  deserves 
the  best. 


r 1 

1 wish  to  inquire  about  membership  for  my  medical  assistant  in  the  American  Association  of  Medical 

Assistants,  Inc.  Please  send  more  information  to: 

Name 

Business  Address Phone 

City State Zip  Code 

Member  of  county  medical  society?  Yes  No  

County 

Names  of  assistants  Addresses 


Clip  and  mail  to:  American  Association  of  Medical  Assistants,  Inc.,  One  East  Wacker  Drive, 
Chicago,  Illinois  60601. 


DIRECTORY 


THE  SOUTH  DAKOTA  STATE  MEDICAL  ASSOCIATION 
Organized  1882  608  West  Ave.,  N. 

Sioux  Falls,  South  Dakota  57104 


1977-1978  OFFICERS 

President 

James  Ryan,  M.D Mobridge 

President-Elect 


Curtis  Wait,  M.D.  (1979) 
Brookings 

Anton  Petres,  M.D.  (1979) 
Salem 


Bruce  Allen,  M.D.  (1978) 
Rapid  City 


Russell  Harris,  M.D Rapid  City 

Vice-President 

Duane  Reaney,  M.D Yankton 

Secretary-Treasurer  (1978) 

Joseph  Hamm,  M.D Rapid  City 

AMA  Delegate  (1978) 

W.  R.  Taylor,  M.D Aberdeen 

AMA  Alternate  Delegate  (1978) 

G.  E.  Tracy,  M.D Watertown 

Chairman  of  the  Council 

Bruce  Lushbough,  M.D Brookings 

Speaker  of  the  House 

Winston  Odland,  M.D Aberdeen 

Councilor  at  Large 

Fred  Leigh,  M.D Huron 


COUNCILORS 


Commission  on  Scientific  Medicine 


J.  C.  Larson,  M.D.,  Chr.  (1979) 
Watertown 

Juan  Chavier,  M.D.  (1980) 
Aberdeen 

T.  A.  Angelos,  M.D.  (1980) 
Canton 

R.  R.  Thornton,  M.D.  (1980) 
Yankton 

Robert  Ferrell,  M.D.  (1980) 
Rapid  City 

R.  D.  Bloemendaal,  M.D.  (1980) 
Rapid  City 

Larry  Sittner,  M.D.  (1979) 
Sioux  Falls 

A.  J.  Janusz,  M.D.  (1979) 
Aberdeen 


B.  T.  Otey,  M.D.  (1979) 
Flandreau 

Gene  Koob,  M.D.  (1979) 
Sioux  Falls 

C.  E.  Tesar,  M.D.  (1978) 
Rapid  City 

G.  Robert  Bell,  M.D.  (1978) 
De  Smet 

R.  J.  Zakahi,  M.D.  (1978) 
Pierre 

Joseph  Kass,  M.D.  (1978) 
Rosholt 

R.  B.  Leander,  M.D.  (1978) 
Sioux  Falls 


First  District  (Aberdeen) 

B.  C.  Gerber,  M.D.  119801  Aberdeen 

Second  District  (Watertown) 

G.  Robert  Bartron,  M.D.  (1980)  Watertown 

Third  District  (Brookings-Madison) 

Bruce  Lushbough,  M.D.  (1978)  Brookings 

Fourth  District  (Pierre) 

R.  C.  Jahraus,  M.D.  (1980)  Pierre 

Fifth  District  (Huron) 

David  Buchanan,  M D.  (1978)  Huron 

Sixth  District  (Mitchell) 

R.  G.  Gere,  M.D.  (1978)  Mitchell 

Seventh  District  (Sioux  Falls) 

W.  O.  Rossing,  M.D.  (1978)  Sioux  Falls 

Durward  Lang,  M.D.  (1979)  Sioux  Falls 

P.  K.  Aspaas,  M.D.  (1980)  Dell  Rapids 

John  F.  Barlow,  M.D.  (1980)  Sioux  Falls 

Eighth  District  (Yankton) 

Gordon  Held,  M.D.  (1979)  Yankton 

Frank  Messner,  M.D.  (1980)  Yankton 

Ninth  District  (Rapid  City) 

Roger  Millea,  M.D.  (1978)  Rapid  City 

W.  E.  Jones,  M.D.  (1979)  Sturgis 

A.  J.  Barrett,  M.D.  (1980)  Rapid  City 

Tenth  District  (Rosebud) 

Robert  Stiehl,  M.D.  (1979)  Winner 

Eleventh  District  (Northwest) 

R.  R.  Lawrence,  M.D.  (1979)  Mobridge 

Twelfth  District  (Whetstone  Valley) 

Eldon  Bell,  M.D.  (1979)  Webster 


1977-1978  COMMISSIONS 


Commission  on  Legislation  and  Governmental  Relations 


Myron  Jerde,  M.D.,  Chr.  (1978) 
Rapid  City 

R.  G.  Gere,  M.D.  (1979) 

Mitchell 

C.  L.  Swanson,  M.D.  (1980) 
Pierre 

Stephen  Haas,  M.D.,  (1980) 
Rapid  City 

Bill  Church,  M.D.  (1980) 

Sioux  Fa’ls 

L.  W.  Karlen,  M.D.  (1980) 
DeSmet 

Patrick  McGreevy,  M.D.  (1980) 
Sioux  F->lls 

A.  A.  Lampert,  M.D.  (1979) 
Rapid  City 


R.  B.  Henry,  M.D.  (1979) 
Brookings 

Barbara  Spears,  M.D.  (1979) 
Pierre 

J.  B.  Gregg,  M.D.  (1979) 
Sioux  Falls 

V.  Janavs,  M.D.  (1978) 
Milbank 

W.  R.  Taylor,  M.D.  (1978) 
Aberdeen 

R.  J.  Foley,  M.D.  (1978) 
Tyndall 

R W.  Honke,  M.D.  (1978) 
Wagner 


Commission  on  Internal  Affairs,  Communications  and  Liaison 


Lawrence  Finney.  M.D.,  Chr. 

(1978)  Sioux  Falls 
C.  R.  Stoltz,  M.D.  (1980) 
Watertown 

Arlan  Zastrow,  M.D.  (1980) 
Huron 

Loren  Amundson,  M.D.  (1980) 

Sioux  Falls 

Werner  Klar,  M.D.  (1980) 
Flandreau 

R.  E.  Van  Demark,  M.D.  (1980) 
Sioux  Falls 

David  Boyer,  M.D.  (1979) 

Rapid  City 

T.  A.  Hohm,  M.D.  (1979) 

Huron 


Harold  Fletcher,  M.D.  (1979) 
Vermillion 

Jay  Hubner,  M.D.  (1979) 
Yankton 

J.  F.  Barlow,  M.D.,  (1979) 
Sioux  Falls 

D.  N.  Fedt,  M.D.  (1978) 
Watertown 

C.  B.  Gwinn,  M.D.  (1978) 
Rapid  City 

Charles  Loos,  M.D.  (1978) 
Rapid  City 

R.  E.  Shaskey,  M.D.  (1978) 
Brookings 


Commission  on 

Howard  Saylor,  M.D.  (1978)  Chr. 
Huron 

David  Holzwarth,  M.D.  (1980) 
Yankton 

J.  A.  Rud,  M.D.  (1980) 
Watertown 

Roscoe  Dean.  M.D.  (1980) 
Wessington  Springs 
J.  A.  Eckrich,  Jr.,  M.D.  (1980) 
Aberdeen 

Anthony  Javurek,  M.D.  (1980) 
Deadwood 


Medical  Service 

Kennon  Broadhurst,  M.D.  (1979) 
Aberdeen 

C.  D.  Monson,  M.D.  (1979) 
Parkston 

John  Hoskins,  M.D.  (1979) 

Sioux  Falls 

W.  B.  Odland,  M.D.  (1978) 
Aberdeen 

Warren  Jones,  M.D.  (1978) 

Sioux  Falls 

Guy  Tam.  M.D.  (1978) 

Sioux  Falls 


W.  R.  Taylor,  M.D. 
Aberdeen 

T.  H.  Sattler,  M.D. 
Yankton 

R.  E.  Van  Demark, 
Sioux  Falls 


Grievance  Commission 

(1978)  G.  E.  Tracy,  M.D.  (1981) 

Watertown 

(1979)  Fred  Leigh,  M.D.  (1982) 

Huron 

M.D.  (1980) 


Long  Range  Planning  Committee 


T.  H.  Sattler,  M.D.,  Chr. 
Yankton 

Karl  Wegner,  M.D. 

Vermillion 
J.  A.  Muggly,  M.D., 
Madison 

E.  H.  Heinrichs,  M.D., 
Vermillion 


Dennis  Johnson,  M.D., 
Sioux  Falls 
James  Wunder,  M.D., 
Mobridge 

Michal  Pekas,  M.D., 
Sioux  Falls 
G.  E.  Tracy,  M.D. 
Watertown 


Credentials  Commission  and  Executive  Commission 


James  Ryan,  M.D. 
Mobridge 

Russell  Harris,  M.D. 

Rapid  City 
Duane  Reaney,  M.D., 
Yankton 

Joseph  Hamm,  M.D. 
Rapid  City 


Winston  Odland,  M.D. 

Aberdeen 
Fred  Leigh,  M.D. 

Huron 

Bruce  Lushbough,  M.D. 
Brookings 


Professional  Liability  Commission 
Michael  Rost,  M.D.,  Chr.  (1980) 

Sioux  Falls 

Glen  Shaurette,  M.D.  (1980) 

Aberdeen 

Donald  Kelley,  M.D.  (1980) 

Rapid  City 

James  C.  Larson,  M.D.  (1978) 

Watertown 

J.  A.  Muggly,  M.D.  (1978) 

Madison 


DISTRICT  OFFICERS 
DISTRICT  1 

President  ...  J-  A.  Eckrich,  Jr.,  M.D.,  Aberdeen,  S.  D. 

Secretary-Treasurer  S.  B.  Altman,  M.D.,  Aberdeen,  S.  D. 

DISTRICT  2 

President  John  Rittmann,  M.D.,  Watertown,  S.  D. 

Secretary-Treasurer  J.  J.  Stransky,  M.D.,  Watertown,  S.  D. 

DISTRICT  3 

President  Curtis  Wait,  M.D.,  Brookings,  S.  D. 

Secretary-Treasurer  . . . .Joseph  Primrose,  M.D.,  Brookings,  S.  D. 

DISTRICT  4 

President  C.  L.  Swanson,  M.D.,  Pierre,  S.  D. 

Secretary-Treasurer  J.  T.  Cowan,  M.D.,  Pierre,  S.  D. 

DISTRICT  5 

President  James  DeGeest,  M.D.,  Miller,  S.  D, 

Secretary-Treasurer  Emil  Hofer,  M.D.,  Huron,  S.  D. 

DISTRICT  G 

President  C.  D.  Monson,  M.D.,  Parkston,  S.  D. 

Secretary-Treasurer  Chris  Moller,  M.D.,  Mitchell,  S.  D. 

DISTRICT  7 

President  Guy  Tam,  M.D.,  Sioux  Falls,  S.  D. 

Secretary  Allan  Boade,  M.D.,  Sioux  Falls,  S.  D. 

Treasurer  Frank  Alvine,  M.D.,  Sioux  Falls,  S.  D. 

DISTRICT  8 

President  Gordon  Held,  M.D.,  Yankton,  S.  D. 

Secretary  John  Willcockson,  M.D.,  Yankton,  S.  D. 

Treasurer  Herb  Saloum,  M.D.,  Tyndall,  S.  D. 

DISTRICT  9 

President  C.  B.  Gwinn,  M.D.,  Rapid  City,  S.  D. 

Secretary  A.  J.  Barrett,  M.D.,  Rapid  City,  S.  D. 

DISTRICT  10 

President  E.  P.  Sweet,  M.D.,  Burke,  S.  D. 

Secretary-Treasurer  George  Nicholas,  M.D.,  Gregory,  S.  D. 

DISTRICT  11 

President  Jeffrey  Peterson,  M.D.,  Mobridge,  S.  D. 

Secretary-Treasurer  L.  M.  Linde,  M.D.,  Mobridge,  S.  D. 

DISTRICT  12 

President  V.  Janavs,  M.D.,  Milbank,  S.  D. 

Secretary-Treasurer  B.  Buentipo,  M.D.,  Milbank,  S.  D. 


Morris  Radack,  M.D.  (1978) 
Yankton 

G.  E.  Tracy,  M.D.  (1979) 
Watertown 

R.  G.  Gere,  M.D.  (1979) 

Mitchell 

A.  A.  Lampert,  Jr.,  M.D.  (1979) 
Madison 
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Now,  two  dosage  forms 

Nolfon* 

fenoprofen  calcium 

300-mg^  Pulvules  and  bOO-mg.  Tablets 


jJDdista 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  available  to  the  profession 
on  request. 


"Present  as  345.9  mg.  and  691.8  mg.  of  the  calcium  salt  of  fenoprofen 
dihydrate  equivalent  to  300  mg.  and  600  mg.  fenoprofen  respectively. 


700934 


A pharmacokinetic 
character  all  its  own 


Q 

3-hydroxydiozepom 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional 
factors;  psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms  or 
agitation;  symptomatic  relief  of  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal;  adjunctively  in  skeletal  muscle  spasm  due 
to  reflex  spasm  to  local 
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desmethyldiozepom 

Valium  (diazepam)  is  a 
benzodiazepine  with  a distinctive 
pharmacokinetic  profile 

The  pharmacokinetic  profile  of 
Valium  is  one  of  the  characteristics 
that  sets  it  apart  from  other  ben- 
zodiazepines. Consider,  in  particular, 
the  metabolic  pathway  of  Valium. 

The  three  major  metabolites  of 
Valium  exhibit  significant  pharmaco- 
logic activity — and  so,  of  course, 
does  the  parent  substance — diazepam 
itself.  All  combine  to  produce  the 
characteristic  clinical  response  seen 
with  Valium.  The  response  you  have 
come  to  know,  to  want  and  to  trust. 

Pharmacokinetic  studies  also 
demonstrate  that  Valium  has  a pat- 
tern of  absorption,  distribution, 
metabolism  and  elimination  that  is 
reliable  and  consistent.  And,  al- 
though the  pharmacokinetics  of  a 
drug  cannot,  at  present,  be  specifi- 
cally related  to  its  clinical  effects,  it  is 
clearly  a factor  that  distinguishes  one 
product  from  another  by  provid- 
ing important  insights  into  how  each 
moves  through  the  patients  body. 


pathology;  spasticity  caused 
by  upper  motor  neuron 
disorders;  athetosis; 
stiff-man  syndrome; 
convulsive  disorders  (not 
for  sole  therapy). 

Contraindicated: 
Known  hypersensitivity  to 
the  drug.  Children  under  6 
oxazepam  months  of  age.  Acute 
narrow  angle  glaucoma; 

may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  muscle  cramps, 
vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their 
predisposition  to  habituation  and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers 
during  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become 
pregnant. 

Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other 
antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 


Valium^ 

(diazepam)  ^ 

2-mg,5-mg,  10-mg  scored  tablets 

a prudent  choice  in  psychic 
tension  and  anxiety 
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SOUTH  DAKOTA 


As  the  year  draws  to  a close,  we  want  to 
extend  our  sincere  best  wishes  for  a happy  holiday 
season. 

May  the  coming  year  be  one  of  peace  and  joy 
for  each  of  you! 


The  Executive  and  Senior  Staff 
South  Dakota  Blue  Shield 
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Our  warmest  wishes 
to  you  for  your  Holiday  happiness 
and  for  all  good  things 
in  the  coming  year. 


The  Staff  of  SDSMA 

Bob  Johnson,  Patty  Butler,  Jan  Anderson,  Jeri  Spars, 
Dee  Knobel,  Jerry  Magmn,  Faye  Meyer 
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SOUTH  DAKOTA 


*Due  to  susceptible  organisms 


The  Bactrim 

m M MM  


Bactrim  fights  uropathogens  in  the 
urinary  tract/vaginal  tract/lower  intestinal  tract 


Bactrim  ds 


Double 

Strength 

Tablets 


Each  tablet  contains  160  mg  trimethoprim  and  800  mg  sulfamethoxazole. 


Please  see  reverse  side  for  summary  of  product  information. 


For  recurrent  attacks  of 
urinary  tract  infection  in  women 


Bactrim  DS  ® 

Each  tablet  contains  160  mg  trimethoprim  and  800  mg  sulfamethoxazole. 

Just  one  tablet  b.i.d.f  or  10  to  14  days 


■ Action  at  urinary/vaginal/lower  bowel  sites  helps 
eliminate  reservoirs  of  infecting  organisms 

■ Distinctive  antibacterial  action  plus  wide  spectrum 
helps  eradicate  recurrent  UTI 

■ Low  incidence  of  bacterial  resistance  in  community 
practice 


■ Convenient  b.i.d.  dosage  provides  day-and-night 
antibacterial  control 

■ Contraindicated  during  pregnancy  and  the  nursing 
period.  During  therapy,  maintain  adequate  fluid  intake; 
perform  CBC’s  and  urinalyses  with  microscopic 
examination. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract 
infections  due  to  susceptible  strains  of  the  following  or- 
ganisms: Escherichia  coli,  Klebsiella-Enterobacter,  Proteus 
mirabilis,  Proteus  vulgaris,  Proteus  morganii  It  is  recommended 
that  initial  episodes  of  uncomplicated  urinary  tract  infections 
be  treated  with  a single  effective  antibacterial  agent  rather 
than  the  combination.  Note  The  increasing  frequency  of  resis- 
tant organisms  limits  the  usefulness  of  all  antibacterials,  espe- 
cially in  these  urinary  tract  infections. 

Also  for  the  treatment  of  documented  Pneumocystis 
carinii  pneumonitis.  To  date,  this  drug  has  been  tested  only  in 
patients  9 months  to  16  years  of  age  who  were  immunosup- 
pressed  by  cancer  therapy. 

The  recommended  quantitative  disc  susceptibility  method 
(Federal  Register,  37: 20527-20529,  1972)  may  be  used  to  esti- 
mate bacterial  susceptibility  to  Bactrim.  A laboratory  report  of 
“Susceptible  to  trimethoprim-sulfamethoxazole”  indicates  an  infec- 
tion likely  to  respond  to  Bactrim  therapy.  If  infection  is  confined  to 
the  urine,  “Intermediate  susceptibility"  also  indicates  a likely  re- 
sponse. "Resistant”  indicates  that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sul- 
fonamides; pregnancy;  nursing  mothers;  infants  less  than  two 
months  of  age. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agran- 
ulocytosis, aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is 
much  more  limited  but  occasional  interference  with  hematopoiesis 
has  been  reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice 
may  be  early  signs  of  serious  blood  disorders.  Frequent  CBC’s 
are  recommended;  therapy  should  be  discontinued  if  a signifi- 
cantly reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal 
or  hepatic  function,  possible  folate  deficiency,  severe  allergy  or 
bronchial  asthma.  In  patients  with  glucose-6-phosphate  dehy- 
drogenase deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and  perform 
frequent  urinalyses,  with  careful  microscopic  examination,  and 
renal  function  tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and 
trimethoprim  are  included,  even  if  not  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblas- 
tic anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia.  Allergic  reac- 
tions: Erythema  multiforme,  Stevens-Johnson  syndrome, 
generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection,  photosensiti- 
zation, arthralgia  and  allergic  myocarditis.  Gastrointestinal  reac- 
tions: Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions:  Headache, 


peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hal- 
lucinations, tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions:  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa 
and  L.  E.  phenomenon.  Due  to  certain  chemical  similarities  to 
some  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral 
hypoglycemic  agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in  patients; 
cross-sensitivity  with  these  agents  may  exist.  In  rats,  long-term 
therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two 
months  of  age. 

Urinary  Tract  Infections:  Usual  adult  dosage — 1 DS  tablet 
(double  strength),  2 tablets  (single  strength)  or  4 teasp.  (20  ml) 
b.i.d.  for  10-14  days. 

Recommended  dosage  for  children — 8 mg/kg  trimethoprim 
and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided  doses 
for  10  days.  A guide  follows: 


Children  two  months  of  age  or  older . 


Weight 

Dose- 

—every  12  hours 

lbs 

kgs 

Teaspoonfuls 

Tablets 

20 

9 

1 teasp.  (5  ml) 

Vz  tablet 

40 

18 

2 teasp.  (10  ml) 

1 tablet 

60 

27 

3 teasp.  (15  ml) 

1 Vz  tablets 

80 

36 

4 teasp.  (20  ml) 

2 tablets  or  1 DS  tablet 

For  patients  with  renal  impairment: 

Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

Vz  the  usual  regimen 

Below  15 

Use  not  recommended 

Pneumocystis  carinii  pneumonitis:  Recommended  dosage: 

20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6 hours  for  14  days.  See  complete 
product  information  for  suggested  children’s  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160 
mg  trimethoprim  and  800  mg  sulfamethoxazole,  bottles  of  100; 
Tel-E-Dose®  packages  of  100.  Tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole — bottles  of  100  and 
500;  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40,  avail- 
able singly  and  in  trays  of  10.  Oral  suspension,  containing  in 
each  teaspoonful  (5  ml)  the  equivalent  of  40  mg  trimethoprim  and 
200  mg  sulfamethoxazole,  fruit-licorice  flavored — bottles  of  16  oz 
(1  pint). 


' \ Roche  Laboratories 

ROCHE > Division  of  Hoffmann-La  Roche  Inc. 

L / Nutley,  New  Jersey  071 10 


PRIMARY  RETICULUM  CELL  SARCOMA  (HISTIOCYTIC 
LYMPHOMA)  OF  THE  CERVIX 


Reticulum  cel!  sarcoma  of  the  cervix  is  a rare  entity 
but  may  be  occasionally  encountered  by  the  gynecologist. 
With  the  ever  decreasing  incidence  of  invasive  carcinoma 
of  the  cervix  the  entity  may  become  relatively  more 
common.  It  also  should  be  pointed  out  that  although  the 
tumor  appears  malignant  histologically,  the  scattered  cases 
in  review  of  the  literature  would  indicate  that  the 
prognosis  for  the  patient  is  relatively  good  if  limited  to 
the  cervix.  Whether  radiation  alone  or  radiation  with 
surgery  is  the  method  of  choice  still  must  be  determined. 


Reticulum  cell  sarcoma  (histiocytic  lymphoma) 
limited  to  the  cervix  as  a primary  unicentric  di- 
sease without  clinical  or  laboratory  evidence  of 
generalized  spread  is  an  unusual  manifestation  of 
malignant  lymphoma.  We  present  an  interesting 
case  of  a primary  histiocytic  lymphoma  of  the  cervix 
who  survived  seven  years  after  radiation  with  no 
clinical  evidence  of  disease. 

A 23-year-old,  para  0000  was  first  seen  on  3-15-70  with 
a history  of  menstrual  bleeding  and  dyspareunia  of  six 
months  duration.  There  was  a large  smooth  cervical  mass 
not  involving  the  vagina.  (Fig.  1)  The  parametria  were 
free  of  tumor.  The  biopsies  of  the  anterior  and  posterior 
lip  showed  the  lesion  to  be  compatible  with  reticulum  cell 
sarcoma.  Reticulum  stains  showed  abundant  reticulum.  A 
papanicolau  smear  was  taken  at  the  same  time  and  re- 
ported as  class  V.  A dilatation  and  currettage  was  per- 
formed showing  secretory  endometrium.  Postoperatively,  a 
medical  workup  showed  no  evidence  of  adenopathy, 
hepatosplenomegaly,  or  palpable  masses  in  any  remote 
areas-  Laboratory  studies  were  taken  with  a comprehensive 
survey  of  potential  metastatic  sites.  Complete  organ  evalua- 
tion by  x-ray  including  vertabral  column,  skull,  hips,  lungs 
showed  no  evidence  of  metastasis.  Blood  chemistries  were 
all  within  normal  limits  as  were  the  erythrocyte  sedimenta- 
tion rate,  serum  protein  electrophoresis,  and  liver  function 
studies. 

The  patient  received  cobalt  therapy  3300  r in  air  to  the 
anterior  pelvis  and  a similar  dose  posteriorly.  The  center 
was  shielded  after  1200  r in  air  to  each  port.  She  was 
admitted  to  Sioux  Valley  Hospital  and  a Koplan  colpostat 
with  50  mg  of  radium  for  100  hours  was  used  for  a total 
of  5000  mg  hours.  She  was  seen  at  six  week  intervals  for 
the  first  six  months,  and  six-month  intervals  for  the  next 
two  years. 

The  first  year  following  her  treatment  she  was  readmitted 
to  the  hospital  and  a complete  evaluation  was  performed 
with  the  above  tests  repeated.  She  has  been  seen  yearly 


* Obstetrician  and  Gynecologist,  Sioux  Valley  Hospital; 
Clinical  Faculty,  School  of  Medicine,  University  of 
South  Dakota. 

**  Pathologist,  Laboratory  of  Clinical  Medicine  and  Sioux 
Valley  Hospital;  Professor  of  Pathology,  School  of 
Medicine,  University  of  South  Dakota. 


by 

Milton  G.  Mutch,  M.D.* 
John  F.  Barlow,  M.D.** 


Figure  1 

Tumor  mass  enlarging  cervix. 


for  complete  evaluations  all  of  which  have  been  negative. 
At  the  most  recent  examination  the  upper  third  of  the 
vagina  was  somewhat  atrophic  and  has  become  stenotic.  The 
patient  has  dyspareunia.  The  pelvic  examination  is  within 
normal  limits  with  evidence  of  irradiation  scarring.  Her 
last  examination  was  12-14-76.  A SMA-27  Panel  was  within 
normal  limits;  a Papanicolau  smear  was  class  I and  chest 
x-ray  was  normal. 

The  pathology  slides  were  sent  to  Dr.  Raymond  Kauf- 
man, Chairman  of  C.A.O.G.  (Committee  of  Consultation 
on  Gynecological  Pathology)  and  to  Robert  E.  Scully  of 
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Boston  and  to  the  Pathology  Department  of  the  University 
of  Minnesota.  A diagnosis  of  reticulum  cell  sarcoma  was 
confirmed.  Dr.  J.  Donald  Woodruff  of  Baltimore  felt  the 
tumor  was  highly  malignant  and  suggested  a diagnosis  of 
hemangiopericytoma.  Dr.  Murray  Abell  of  Ann  Arbor 
suggested  endocervical  sarcoma. 

DISCUSSION 

Before  discussing  malignant  lymphomas  further 
as  they  apply  to  the  female  genital  tract,  it  should 
be  noted  that  there  are  multiple  classifications  of 
malignant  lymphomas  and  a generally  accepted  his- 
tologic classification  of  these  entities  has  not  been 
formulated.  Differences  among  the  experts  are  still 
quite  common.  The  most  generally  accepted  classi- 
fication is  that  of  Rappaport  which  is  in  the  follow- 
ing table.  These  tumors  may  be  of  nodular  or  dif- 
fuse configuration. 

Rappaport  Classification  of  Non  Hodgkin’s  Lymphoma 
(1966) 

Lymphocytic,  well  differentiated 
Lymphocytic,  poorly  differentiated 
Mixed  Cell  (lymphocytic  and  histiocytic) 

Histiocytic  (reticulum  cell  sarcoma) 

Undifferentiated 

On  microscopic  examination,  the  lesion  was  a 
cellular,  diffusely,  infiltrating  lesion  with  no  necrosis 
but  abundant  mitoses.  The  cells  had  a moderate 
amount  of  cytoplasm  but  poorly  defined  cell  borders. 
The  nuclei  were  extremely  pleomorphic  with  ir- 
regular folded  nuclear  membranes  and  elongated, 
convoluted  or  spindle  shapes.  (Fig.  2 & 3)  Reticu- 
lum stain  showed  abundant  reticulum.  The  tumor 
had  an  extremely  anaplastic  appearance  but  certain- 
ly could  have  been  interpreted  as  histologically 
similar  to  histocytic  lymphoma  or  reticulum  cell 
sarcoma  of  other  organs.  As  above,  you  will  note 
the  majority  opinion  is,  as  ours,  reticulum  cell 
sarcoma  or  histiocytic  lymphoma  of  diffuse  nature. 


Figure  2 

Low  power  view  (40x)  of  tumor  infiltrating  about  an 
endocervical  gland. 


Figure  3 

Higher  power  view  (430x)  of  tumor  showing  hyper- 
chromatic  irregular  nuclei. 

Malignant  lymphomas  in  general  usually  arise  in 
various  lymph  node  areas  but  may  arise  in  any 
organ  of  the  body.  Clinical  staging  is  as  follows: 

Stage  I - involvement  of  a single  lyjnph  node 
region  (I)  or  a single  extralymphatic 
organ  or  site  (IE) 

Stage  II  - involvement  of  two  or  more  lymph 
node  regions  on  the  same  side  of  the 
diaphragm  (II)  or  localized  involve- 
ment of  an  extralymphatic  organ  or 
site  and  of  one  or  more  lymph  node 
regions  on  the  same  side  of  the 
diaphragm  (HE) 

Stage  III  - involvement  of  lymph  node  regions 
on  both  sides  of  the  diaphragm  (III) 
which  may  be  accompanied  by  lo- 
calized involvement  of  the  spleen 
(IIIS),  extra  lymphatic  site  (HIE)  or 
both  (IIISE) 

Stage  IV  - diffuse  or  disseminated  involvement 
of  one  or  more  extra  lymphatic 
organs  or  tissues  with  or  without  as- 
sociated lymph  node  involvement. 

Accordingly,  our  patient  would  be  a Stage  IE. 

A distinction  must  be  made  between  secondary 
involvement  of  the  female  reproductive  organs  by 
malignant  lymphoma  and  primary  origin  of  such  a 
malignancy  in  the  female  genital  tract.  Most  cases 
of  histiocytic  lymphomas  involving  the  female 
genital  tract  are  secondary  to  histiocytic  lymphoma 
originating  in  other  organs.  The  true  incidence  of 
such  involvement  of  the  gynecologic  tract  is  not 
known.  Several  authors  have  reported  frequencies 
varying  from  4 to  30  percent.  Johnson  and  Soule 
reported  a 30  percent  rate  in  a necropsy  series  of 
patients  dying  of  malignant  lymphoma.  Lathrop 
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notes  that  malignant  lymphoma  of  the  female  genital 
tract  usually  involves  the  ovaries  but  may  involve 
the  corpus,  cervix  and  tubes  as  well.  He  reported 
autopsy  protocols  in  105  consecutive  female  pa- 
tients dying  of  malignant  lymphoma.  Twenty-nine 
of  these  had  genital  involvement  of  which  5 or 
17  percent  were  found  in  the  cervix.  Apparently 
primary  malignant  lymphoma  of  the  female  genital 
tract  involving  the  ovaries  has  a worse  prognosis 
than  that  involving  the  cervix. 

Of  most  concern  to  the  gynecologist  is  the  lesion 
that  presents  as  a primary  disease  of  the  female 
genital  tract.  Thorough  investigation  should  be  un- 
dertaken to  rule  out  involvement  elsewhere  than  the 
pelvic  organs. 

Although  the  cervix  is  not  the  most  common  site 
for  malignant  lymphoma  in  the  female  genital  tract, 
it  has  been  reported  on  several  occasions.  The  first 
lymphoma  of  the  cervix  was  described  by  Retikas 


in  1960  as  Hodgkin’s  sarcoma.  Welch  and  Hellwig 
in  1973  reported  the  first  case  of  primary  reticulum 
cell  sarcoma  (histiocytic  lymphoma)  of  the  cervix. 
Since  then  more  cases  have  been  reported  by 
Stransky,  Obert,  Delgado,  Cihak,  Chorlton  and 
Lathrop.  From  a review  in  the  accompanying  Table 
1 it  can  be  seen  that  when  a reticulum  cell  sarcoma 
is  limited  to  the  cervix  (Stage  IE)  the  prognosis  is 
relatively  good. 

The  treatment  of  reticulum  cell  sarcoma  of  the 
cervix  seems  to  be  primarily  hysterectomy  with 
either  preoperative  or  postoperative  irradiation.  Sur- 
vival rates  have  ranged  from  9 months  following 
radical  hysterectomy  with  no  irradiation  to  24  years 
in  the  case  having  only  irradiation.  Of  the  13 
previously  described  cases  in  the  American  litera- 
ture all  were  surviving  at  the  time  of  publication 
except  one.  This  patient  survived  nine  months  after 
radical  surgery.  Nine  cases  were  treated  with 


Table  1 


AUTHOR 

AGE 

CYTOLOGY 

PRIMARY  Rx 

PATH 

FOLLOW-UP 

1.  Obert 
1958 

42 

NR 

abd  hyst,  irrad  vag  application 
1675  mg/hr,  540  R each  of  two 
ant  and  post  fields 

cervix 

L & W 24  yrs 

2.  Welch  & Hellwig 
1963 

47 

+ 

abd  hyst  + BSO,  1600  rads  to 
each  of  4 ports 

cervix 

L & W 27  mo 

3.  Vieaux  & 
1964 

McGuire 

23 

— ■ 

3500  rads  to  pelvis 

cervix 

L & W 5 yrs 

4.  Aaro 
1966 

40 

NR 

abd  hyst  + BSO,  postop  radium 
+ X-ray 

cervix 

L & W 61/2  yrs 

63 

NR 

abd  hyst  + BSO 

cervix 

L & W 8 yrs 

5.  Lathrop 
1966 

62 

+ 

radical  Wertheim  hyst 
cobalt  3400  R 

cervix 

L & W 19  mo 

6.  Stransky 
1973 

36 

NR 

abd  hyst  + BSO,  4000  rads 

cervix 

L&  W 15  mo 

7.  Charlton 
1974 

42 

NR 

abd  hyst  + BSO 

cervix 

L & W 56  mo 

38 

NR 

hyst  + irrad 

cervix 

L & W 15  mo 

8.  Delgado 
1975 

43 

NR 

radical  hyst 

cervix 

dead  9 mo 

70 

NR 

5000  R- 15X1 5 fields  in  5 wks  to 
pelvis 

cervix  & 
upper  vag 

L & W 2 yrs 

43 

NR 

5000  R-20X20  field  to  pelvis  in 
5 wks 

cervix  & 
upper  vag 

L & W 10  yrs 

37 

NR 

4000  rads  15X15,  1 rad  applica- 
tion 6000  mg/hr 

cervix  & 
vag  vault 

L & W 3 yrs 

9.  Mutch  & 
1977 

Barlow 

23 

+ 

irrad  3300  ant  and  post  field, 
5000  mg/hr  radiation 

cervix 

L & W 71/2  yrs 

NR  = not  recorded 
BSO  = bilateral  salpingoophorectomy 
abd  hyst  = abdominal  hysterectomy 
L & W = living  and  well 
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Physicians  seldom  are  able  to  intervene  success- 
fully in  the  course  of  morbid  pathology  to  help  a 
patient  back  to  a good  quality  of  life.  In  these  in- 
stances, though  rare  in  clinical  practice,  the  physi- 
cian is  afforded  this  awesome  responsibility  for 
which  he  must  be  alert  and  promptly  reactive. 


MODERN  PRESS,  INC. 

A South  Dakota  Printer  interested  in  helping 
you  the  Physician  with  your  printing  needs. 
Please  contact  Modern  Press  if  you  need 
quality  letterheads,  envelopes,  business 
forms,  etc.  Call:  336-2377  or  Write: 

Modern  Press,  Inc. 

1209  West  Bailey 
Sioux  Falls,  S.D.  57104 


THE  SOUTH  DAKOTA  JOURNAL 
OF  MEDICINE 

Journal  of  Medicine.  608  West  Avenue.  North,  Sioux  Falls, 
SD  Subscription  $8.00  per  year  $1.00  per  copy 

Foreign  $10.00 

CONTRIBUTORS 

ORIGINAL  MANUSCRIPTS:  Material  appearing  in  all 
publications  of  the  Journal  of  Medicine  should  be  type- 
written, double-spaced  and  the  original  copy,  not  the  carbon 
should  be  submitted.  An  abstract  of  100-200  words  should 
accompany  each  scientific  article.  Footnotes  should  conform 
with  the  requirements  for  manuscripts,  and  each  manuscript 
should  include  the  name  of  the  author,  title  article  and 
the  location  of  the  author.  The  used  manuscript  is  not 
returned  but  every  effort  will  be  made  to  return  manu- 
scripts not  accepted  or  published  by  the  Journal  of  Medi- 
cine. Articles  are  accepted  for  publication  on  condition  they 
are  contributed  solely  to  this  Journal. 

ILLUSTRATIONS:  Half-tones  and  zinc  etchings  will  be 
furnished  by  the  South  Dakota  Journal  of  Medicine  when 
satisfactory  photographs  or  drawings  are  supplied  by  the 
author.  Each  illustration,  table,  etc.,  should  bear  the  author’s 
name  on  the  back.  Photographs  should  be  clear  and  dis- 
tinct. Drawings  should  be  made  in  black  India  ink  on  white 
paper.  Used  illustrations  are  returned  after  publication  if 
requested. 


Some  people 
can’t  see 
our  name. 


Prevent 

Blindness. 


Every  12  minutes  someone  goes 
blind.  Yet,  half  of  all  blindness  is 
needless.  Early  eye  care  for  child- 
ren can  correct  amblyopia.  Glau- 
coma can  be  arrested . . . sight  lost 
to  cataracts,  restored.  Blinding  eye 
injuries  can  be  dramatically  re- 
duced by  safety  precautions.  These 
all  add  up  to  saving  precious  sight. 
For  more  information  write: 
National  Society  for  the  Prevention 
of  Blindness,  79  Madison  Avenue, 
New  York,  NY  10016. 


*H* 

PREVENT  BLINDNESS- 


ANNUAL  AND  BIANNUAL  LEASING  OF  ALL  MAKES  OF  AUTOMOBILES 

LEASING  IS  NOT  FOR  EVERYONE,  BUT  MEDICAL 
PEOPLE  ARE  OUR  SPECIALTY.  ALL  MAKES  OF 
AUTOS,  TRUCKS,  4 WHEELERS.  VARIOUS  PLANS 
TO  FIT  YOUR  NEEDS  OR  THE  PROFESSIONAL 
GROUPS  WITH  WHOM  YOU  ARE  ASSOCIATED. 
REFERENCES  ARE  GLADLY  FURNISHED  AND  WE 
WILL  WORK  WITH  YOUR  ACCOUNTANTS. 

3401  WEST  41st  STREET 
SIOUX  FALLS,  SOUTH  DAKOTA  57105 

PHONE  336-3818 

C.  H.  “Chuck”  Point,  Mgr.  Home  phone  336-3168 
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President’s  Page 


Dear  Santa: 

Enclosed  is  a list  of  Christmas  wishes  and  things  that  would  make  next  year  a happier  New  Year.  The 
Medical  Association  promises  to  put  on  a bright  light  to  help  you  find  us.  Lately  we  have  been  surrounded 
by  cloudy  issues  and  the  government  has  been  trying  to  bury  us. 

Would  you  include  in  our  Christmas  stockings  names  of  several  doctors  who  would  consider  running  for 
the  legislature.  You  could  also  bring  joy  and  peace  to  our  state  if  we  could  get  a doctor  appointed  to  the  Board 
of  Regents. 

The  Christmas  spirit  to  do  good  for  mankind  could  be  used  by  touching  all  physicians  and  their  wives  to 
join  SoDaPAC.  Move  everyone’s  spirit  towards  interest  in  the  governmental  process  and  active  involvement. 
Take  away  our  attitude  that  government  cannot  be  changed  and  the  willingness  to  accept  health  care  delivery 
planned  by  non  health  care  providers. 

Santa,  spread  the  spirit  of  good  will  around  to  the  news  media.  Tell  the  news  media  that  every  hospital  ad- 
mission has  an  additional  price  tag  of  approximately  $36  imposed  by  the  government  to  assure  that  utiliza- 
tion regulations,  PSRO  reviews  and  federal  reimbursement  mechanisms  are  properly  done.  Inform  the  public 
that  proposed  federal  standards  to  reduce  the  number  of  hospital  beds  in  the  United  States  would  close 
some  hospitals  in  South  Dakota.  A planning  agency  in  south  central  Minnesota  recently  proposed  closing  30 
of  the  50  hospitals  in  the  27  counties  it  covers.  The  federal  program  of  planned  reduction  of  beds  and  cost 
containment  will  actually  ration  medical  services. 

Santa,  the  public  has  to  realize  that  marvelous  advances  in  medicine  are  good  but  medical  care  is  also  ex- 
pensive. Medicine  has  delivered  the  best  care  in  the  world  because  the  United  States  wanted  it.  Medicine  de- 
livered its  goals  to  the  people,  now  the  government  is  backing  out  of  its  goal  of  total  health  care  for  all  people 
because  it  is  too  expensive.  The  government  led  people  to  believe  that  total  health  care  is  almost  a constitu- 
tional right  and  now  that  the  government  cannot  deliver  its  promises,  they  want  to  blame  doctors  and  hos- 
pitals. 

Santa,  set  the  record  right  and  “tell  it  like  it  is.”  Santa,  deliver  a special  message  to  every  physician  and 
his  family  and  say,  Merry  Christmas  and  have  a Happy  New  Year,  and  always  remember  the  motto,  “Have 
a happy  day.” 


Have  a happy  day! 


Fraternally 

J.  E.  Ryan,  M.D.,  President 

South  Dakota  State  Medical  Association 
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F.P.’s  NEEDED 

Growing  community  of  4,000+ 
needs  1-2  M.D.’s.  2 F.P.’s  in  town 
and  one  nearby.  Join  existing 
practice  or  solo  available.  Excel- 
lent recreation  and  economy.  60 
miles  from  metropolitan  cities. 
57  bed  JCAH  hospital  in  commu- 
nity. Trade  area  of  12,000+. 
Contact: 

L.  Waftier,  Administrator 
Memorial  Hospital,  Inc. 

104  West  17th 
Schuyler,  NE  68661 
(402)  352-2441 


STAFF  PHYSICIAN  FOR  FAMILY 
PRACTICE  RESIDENCY  PROGRAM. 

Duties  include  teaching  and  supervising  resi- 
dents, plus  direct  patient  care.  Will  join  two- 
full-time-physician  faculty  in  new  model  of- 
fice. Approved  program  is  affiliated  with  Uni- 
versity of  Iowa  College  of  Medicine.  Good 
salary  and  fringe  benefit  package,  plus  op- 
portunity for  postgraduate  study.  Contact: 

Charles  A.  Waterbury,  M.D. 

Program  Director 

441  East  San  Marnan  Drive 

Waterloo,  Iowa  50702 


Tablets 

Percodan  (+ 

DESCRIPTION  Each  yellow,  scored  tablet  contains 
4.50  mg.  oxycodone  HCI  (WARNING:  May  be  habit 
forming),  0.38  mg.  oxycodone  terephthalate  (WARN- 
ING: May  be  habit  forming],  224  mg.  aspirin,  160  mg. 
phenacetin,  and  32  mg.  caffeine. 

INDICATIONS  For  the  relief  of  moderate  to  moderately 
severe  pain. 

CONTRAINDICATIONS  Hypersensitivity  to  oxyco- 
done, aspirin,  phenacetin  or  caffeine. 

WARNINGS  Drug  Dependence  Oxycodone  can  pro- 
duce drug  dependence  of  the  morphine  type  and, 
therefore,  has  the  potential  for  being  abused.  Psychic 
dependence,  physical  dependence  and  tolerance  may 
develop  upon  repeated  administration  of 
PERCODAN5,  and  it  should  be  prescribed  and  admin- 
istered with  the  same  degree  of  caution  appropriate  to 
the  use  of  other  oral  narcotic-containing  medications. 
Like  other  narcotic-containing  medications, 
PERCODAN®  is  subject  to  the  Federal  Controlled  Sub- 
stances Act. 

Usage  in  ambulatory  patients  Oxycodone  may 
impair  the  mental  and/or  physical  abilities  required  for 
the  performance  of  potentially  hazardous  tasks  such 
as  driving  a car  or  operating  machinery.  The  patient 
using  PERCODAN®  should  be  cautioned  accordingly. 
Interaction  with  other  central  nervous  system 
depressants  Patients  receiving  other  narcotic  anal- 
gesics, general  anesthetics,  phenothiazines,  other 
tranquilizers,  sedative-hypnotics  or  other  CNS  depres- 
sants (including  alcohol)  concomitantly  with 
PERCODAN®  may  exhibit  an  additive  CNS  depres- 
sion. When  such  combined  therapy  is  contemplated, 
the  dose  of  one  or  both  agents  should  be  reduced. 
Usage  in  pregnancy  Safe  use  in  pregnancy  has  not 
been  established  relative  to  possible  adverse  effects 
on  fetal  development.  Therefore,  PERCODAN®  should 
not  be  used  in  pregnant  women  unless,  in  the  judg- 
ment of  the  physician,  the  potential  benefits  outweigh 
the  possible  hazards. 

Usage  in  children  PERCODAN®  should  not  be 
administered  to  children. 

Salicylates  should  be  used  with  caution  in  the  pre- 
sence of  peptic  ulcer  or  coagulation  abnormalities. 
PRECAUTIONS  Head  injury  and  increased  intra- 
cranial pressure  The  respiratory  depressant  effects  of 
narcotics  and  their  capacity  to  elevate  cerebrospinal 
fluid  pressure  may  be  markedly  exaggerated  in  the 
presence  of  head  injury,  other  intracranial  lesions  or  a 
pre-existing  increase  in  intracranial  pressure.  Further- 
more, narcotics  produce  adverse  reactions  which  may 
obscure  the  clinical  course  of  patients  with  head 
injuries. 

Acute  abdominal  conditions  The  administration  of 
PERCODAN®  or  other  narcotics  may  obscure  the 
diagnosis  or  clinical  course  in  patients  with  acute  ab- 
dominal conditions. 

Special  risk  patients  PERCODAN®  should  be  given 
with  caution  to  certain  patients  such  as  the  elderly  or 
debilitated,  and  those  with  severe  impairment  of  hepat- 
ic or  renal  function,  hypothyroidism,  Addison's  disease, 
and  prostatic  hypertrophy  or  urethral  stricture. 
Phenacetin  has  been  reported  to  damage  the  kidneys 
when  taken  in  excessive  amounts  for  a long  time. 
ADVERSE  REACTIONS  The  most  frequently 
observed  adverse  reactions  include  light-headedness, 
dizziness,  sedation,  nausea  and  vomiting.  These 
effects  seem  to  be  more  prominent  in  ambulatory  than 
in  nonambulatory  patients,  and  some  of  these  adverse 
reactions  may  be  alleviated  if  the  patient  lies  down. 
Other  adverse  reactions  include  euphoria,  dysphoria, 
constipation  and  pruritus. 

DOSAGE  AND  ADMINISTRATION  Dosage  should  be 
adjusted  according  to  the  severity  of  the  pain  and  the 
response  of  the  patient.  The  usual  adult  dose  is  one 
tablet  every  6 hours  as  needed  for  pain. 

DRUG  INTERACTIONS  The  CNS  depressant  effects 
of  PERCODAN®  may  be  additive  with  that  of  other 
CNS  depressants.  See  WARNINGS. 

DEA  Order  Form  Required. 


&i do  Inc. 

Manati,  Puerto  Rico  00701 
Subsidiary  of  Endo  Laboratories,  Inc. 
Subsidiary  of  the  DuPont  Company 


<jTPp> 


November  1977 


EDO  149P 


12 


SOUTH  DAKOTA 


CONSIDERATIONS  FOR 
ORAL  NARCOTIC  ANALGESIC  USE 


1.  Determine  need  What  is  causing  pain?  How  is  it  perceived  by 

you  and  your  patient? 


2.  Prescribe  a rapid- 
acting agent 


Select  a readily-absorbed  oral  agent  that 
usually  acts  within  15  to  30  minutes. 


3 . Minimize  Prescribe  in  limited  quantities  for  selected 

potential  risk  patients 

Schedule  II  classification  means  no  refills,  no 
telephone  Rx.  Patients  with  persistent  pain 
must  return  for  your  evaluation  of  analgesic 
needs. 


4.  Provide  adequate 
analgesia  with 
minimum  doses 


Consider  PERCODAN*  because  patients 
rarely  ask  for  increased  dosage. 
PERCODAN“  relief  can  last  up  to  six  hours- 
until  time  for  next  tablet. 


Effective  relief  of  moderate 
to  moderately  severe  pain 

Tablets 


each  yellow,  scored  tablet  contains:  4.50  mg  oxycodone  HCI 
(WARNING:  may  be  habit  forming).  0.38  mg  oxycodone  terephthalate 
(WARNING:  may  be  habit  forming).  224  mg  aspirin,  160  mg 
phenacetin,  32  mg  caffeine 


PERCODAN®  is  a registered  trademark  of  Endo  Inc. 


Please  see  facing  page  for  Brief  Summary  of  prescribing  information. 


3rd  ANNUAL 

BLACK  HILLS  WINTER  SKI  SEMINAR 

ON  ORTHOPEDICS,  EMERGENCY  MEDICINE,  PEDIATRICS 

FEBRUARY  2,  3,  4,  1978 

NORTHERN  BLACK  HILLS  HOLIDAY  INN  & SOLAR  DOME,  SPEARFISH,  SO.  DAKOTA 


Hosted  By:  South  Dakota  Chapter  of  the  American  Academy  of  Family  Physicians  and  the  South  Dakota 
Chapter  of  the  American  Academy  of  Pediatrics. 

This  program  is  acceptable  for  14  prescribed  hours  by  the  American  Academy  of  Family  Physicians  and 
14  hours  Category  I,  AM  A credits. 


WEDNESDAY,  FEBRUARY  1,  1978 


7:00-8:30 
7:00  p.m. 


p.m. 


7:00-8:30  p.m. 
8:30  p.m. 


Registration 

SDAFP  Board  of  Directors 
Meeting — Terry  Peak  Room 
Complimentary  hot  wine  and 
sandwich — Goldrush  Room 
SoDaPAC/AMPAC  political 
education  seminar — Goldrush 
Room 


THURSDAY,  FEBRUARY  2,  1978 
MORNING  SESSION 
Gary  Welsh,  M.D.,  Moderator 


7:00-7:30 

7:30-8:10 


a.m. 

a.m. 


8:15-8:55  a.m. 


9:00-9:40  a.m. 


9:45-5:30  p.m. 


Registration 

"Acute  Care  of  Compound 
Fractures  of  Long  Bones" 
John  J.  Billion,  M.D. 
"Emergency  Management 
Shock" 

G.  Patrick  Lilja,  M.D. 
"Tendon  and  Vascular 
juries  of  the  Hand" 

John  J.  Billion,  M.D. 

FREE  TIME 


of 


In- 


EVENING  SESSION 
Michael  Brown,  M.D.,  Moderator 

"Immediate  and  Supportive 
Treatment  of  Head  and  Spinal 
Cord  Injuries" 

G.  Patrick  Lilja,  M.D. 

"Acute  Care  of  Joint  Disloca- 
tions" 

John  J.  Billion,  M.D. 
"Cardiac  Arrhythmias  and 
Acute  Myocardial  Infarctions" 
G.  Patrick  Lilja,  M.D. 
Complimentary  hot  buttered 
rum — Poolside 


5:30-6:10  p.m 


6:15-6:55  p.m. 


7:00-7:40  p.m. 


8:00-9:00  p.m 


FRIDAY,  FEBRUARY  3,  1978 

MORNING  SESSION 
R.  Whitney,  M.D.,  Moderator 


N. 

7:00-7:30 

7:30-8:10 


a.m. 

a.m. 


8:15-8:55  a.m. 
9:00-9:40  a.m. 


Registration 

"The  Diagnostic  Approach  to 
Hematuria  in  Children" 
Edmund  Burke,  M.D. 
"Endocrine  Emergencies” 

J.  Michael  McMillin,  M.D. 
"Enuresis:  Day  and  Night” 
Edmund  Burke,  M.D. 


9:45-5:30  p.m.  FREE  TIME 

EVENING  SESSION 
David  Smith,  M.D.,  Moderator 


5:30-5:55  p.m. 


6:00-6:25  p.m. 


6:30-6:55  p.m. 


7:00-8:00  p.m. 
8:00  p.m. 


"Thyroid  Function — New  De- 
velopments" 

J.  Michael  McMillin,  M.D. 
'Recognizing  Functional  Com- 
plaints in  Children" 

Edmund  Burke,  M.D. 
"Constipation  and  Encopre- 
sis" 

Ronald  Hansen,  M.D. 
Complimentary  Cocktails — 
Poolside 

Buffet  Dinner — Goldrush 
Room 

"Pineal  Control  of  Male  Re- 
production— Studies  in  Deer, 
Bear,  Wolf  and  Man" 

J.  Michael  McMillin,  M.D. 


SATURDAY,  FEBRUARY  4,  1978 
MORNING  SESSION 
Sam  Mortimer,  M.D.,  Moderator 


7:00-7:30 

7:30-8:10 


a.m. 

a.m. 


8:15-8:55  a.m. 


9:00-9:40  a.m. 


Registration 

"Emergency  Pediatrics" 
Ronald  Hansen,  M.D. 
"Recognition  of  Heart  Dis- 
ease in  Infancy" 

F.  Blanton  Bessinger,  M.D. 
"Gl  Problems  of  Infancv  and 


Childhood” 

Ronald  Hansen,  M.D. 

10:00-12:00  noon  Academv  of  Pediatrics — Ter- 
ry Peak  Room 
No  Host  Brunch 
Group  Discussion  on  "Pedi- 
atric Heart  Disease" 

F.  Blanton  Bessinger,  M.D. 


10:00-12:00  noon  Basic  Life  Support — Goldrush 
Room 

ADVANCED  REGISTRATION 

MANDATORY 

Joseph  Primrose,  M.D. 

10:00-12:00  noon  SDAFP  Speakers'  Bureau  De- 
velopment Workshop — Deer 
Mountain  Room 
R.  G.  Nemer,  M.D.,  Director 


MAKE  PLANS  TO  ATTEND  NOW.  WRITE: 
BLACK  HILLS  WINTER  SKI  SEMINAR 
608  West  Avenue,  North 
Sioux  Falls,  SD  57104 


Problem  Solving  in  Diagnostics  and 
Therapeutics  of  Neurology 

A Series  of  24  Lectures 
Lecture  #24 

Neurological  Emergencies 


by 

George  C.  Flora,  M.D.* 


The  omnipresent  “electronic  beepers”  of  medical 
personnel  and  the  “flashing”  of  “codes”  in  hospital 
corridors  suggest  that  the  frequency  of  medical 
emergencies  in  medical  life  approaches  that  seen 
in  “Marcus  Welby,  and  “Medical  Center.”  Both  are 
by-products  of  medical  instrumentation  (which  has 
advanced  ahead  of  medical  judgment)  which  has 
little  to  do  with  true  emergencies. 

The  neurological  emergency  remains  rare.  An  oc- 
casion in  which  physician  intervention  can  prevent 
or  reverse  morbid  pathology  and  return  the  patient 
to  a good  quality'  of  life  is  the  only  true  emergency. 

The  first  emergency  is  progressive  visual  field 
deficit  which  is  progressive  blindness.  When  termed 
other  than  “blindness,”  it  does  not  alarm  the  physi- 
cian, and  because  vision  of  good  quality  still  is 
experienced  by  the  patient,  they,  too,  are  com- 
placent. With  evidence  of  progressive  blindness,  the 
possibility  of  total  blindness  is  to  be  considered  im- 
minent. The  day  any  deficit  is  detected  is  the  day 
a definite  etiology  is  sought,  an  emergency!!  Many 
lesions,  which  produce  this  deficit,  lie  in  the  optic 
nerve,  the  optic  chiasm  or  adjacent  structures. 
Growing  tumors  in  this  area  are  readily  accessible  to 
surgery,  and  vision  is  preserved.  Increased  intra- 
cranial pressure,  proliferative  or  reactive  changes 
of  the  piaarachnoid  also  cause  such  deficits,  and 
specific  therapy  is  available  for  many  of  these  con- 
ditions. Physician  intervention  may  determine  if  a 
patient  becomes  blind  or  remains  sighted. 

The  second  emergency  is  even  less  impressive. 
A hospitalized  sick  patient,  young  or  old,  who  sud- 
denly complains  of  paresthesias  of  the  feet,  often 


^Professor  and  Chief  of  Neurology,  USD  School  of  Medi- 
cine, V.A.  Center,  Sioux  Falls,  SD  57105. 


gets  them  rubbed  with  lotion  and  has  the  sheet 
“fluffed.”  When  the  complaint  progresses  to  weak- 
ness as  well  as  paresthesias  (often  within  hours), 
the  sheets  are  often  “fluffed”  a second  time.  Only 
when  incontinence  of  bladder  or  bowel  occurs  does 
it  impress.  These  symptoms  and  signs  of  spinal  cord 
compression  are  emergencies.  Physician  intervention 
(decompression)  prevents  paraplegia  and  incon- 
tinence, and  the  patient  remains  ambulant.  Inter- 
vention after  incontinence  has  been  present  for  four 
hours  has  little  benefit.  These  “compressions”  are 
often  due  to  malignant  metastases  which  eventually 
cause  death,  but  prompt  physician  intervention  may 
permit  the  remaining  years,  as  long  as  twelve,  to 
be  lived  ambulant  rather  than  paraplegic. 

A third  emergency,  which  speaks  softly  and  goes 
unnoticed,  is  acute  bulbar  palsy.  Patients,  who  have 
acute  paresis  of  their  limbs  for  reasons  which  are 
not  always  apparent,  perplex  physicians,  and  the 
physician  becomes  preoccupied  by  the  paraplegia  or 
quadriplegia.  When  that  patient’s  voice  becomes 
subtly  dysarthric,  when  “choking”  occurs  or  when 
tachypnea  and  mild  dyspnea  occur,  it  becomes  a 
neurological  emergency.  The  establishment  of  an 
airway,  the  support  of  respiration  to  prevent  aspira- 
tion and  anoxia,  prevents  death.  The  conditions 
which  do  this  are  often  reversible,  Guillian-Barre  or 
Tetanus,  and  the  patient  returns  to  “normal.”  Even 
the  less  reversible  conditions,  Poliomyelitis  and 
Myasthenia  Gravis,  when  presenting  as  bulbar  palsy, 
are  neurological  emergencies  where  physician  inter- 
vention prevents  death  and  the  patients  can  often 
be  returned  to  near  normal. 

The  fourth  emergency  is  that  of  reversible  coma. 
Acute  coma  from  trauma,  which  presents  with  subtle 
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hemiparesis,  is  considered  an  emergency  until  a 
subdural  or  epidural  hematoma  is  treated  or  ex- 
cluded. Coma  from  overdoses  of  sedative  or  hypnotic 
medications  is  an  emergency.  The  support  of  cardio- 
respiratory function,  until  the  drugs  are  metabolized 
or  cleared  by  dialysis,  returns  a patient  who  would 
have  died  to  a normal  life. 

The  fifth  neurological  emergency  is  transient 
ischemic  episodes  from  the  internal  carotid  and 
basilar  vertebral  arteries.  The  sign  complex  of  caro- 
tid trouble  is  recurrent  ipsilateral  blindness  of  less 
than  a minute  duration  with  or  without  contralateral 
hemiparetic  or  hemisensory  deficit.  A young  patient 
(forties  or  fifties),  who  complains  of  recurrent  uni- 
lateral “blindness,”  must  be  treated  reflexly  as  an 
“impending  stroke.”  Carotid  angiography  and 
prompt  neurovascular  surgery  to  correct  a “partial 
occlusion”  prevent  brain  infarction!!  The  patient 
remains  “healthy.” 

Transient  totally  remissing  hemimotor-hemisens- 
ory,  visual  field,  or  speech  deficit  associated  with 
asymmetry  of  carotid  pulses  or  bruit  warrant  similar 
evaluation  as  an  emergency!! 

Patients  in  late  life,  who  have  “drop  attacks” 
(momentary  loss  of  tone  without  unconsciousness 
which  causes  the  individual  to  “fall  to  his  knees”  or 
“fall  flat,”  only  to  rise  and  continue  activities  with- 
out deficit),  vertigo  (episodic — less  than  one  hour), 
cranial  nerve  palsies,  or  alternating  transient  hemi- 
motor-hemisensory  or  hemianoptic  defects  reflect 
imminent  brain  stem  death!!  This  is  an  emergency 
for  which  there  is  no  surgical  therapy  but  for  which 
there  is  truly  dramatic  medical  therapy.  The  clinical 
sign  complex  warrants  reflex  heroic  measures  to 
prevent  horrible  morbidity: 

1.  Insure  adequate  cerebral  perfussion — maintain 
normal  to  “elevated”  blood  pressure 

a)  avoid  all  hypotensive  agents 

b)  treat  cardiac  irregularities,  if  present 

c)  treat  cardiac  decompensation,  if  present 

d)  treat  anemia  if  present 

e)  insure  against  physiological  hypotension 
with  Jobst  suit,  24  hrs.  a day,  and  avoid 
“standing  micturation” 

2.  Anticoagulate  to  two  times  normal  prothrom- 
bin time  for  2 months  to  two  years,  until  col- 
laterals are  established 

A sixth  neurological  emergency  is  that  of  status 
epilepticus,  recurring  major  motor  seizures  with  no 
mental  clearing  When  “status”  is  not  the  manifesta- 
tion of  a devastating  hemispheral  lesion,  such  as  an 
intranarenchymal  hematoma,  of  a morbid  intracere- 
bral giloma,  of  residual  of  severe  anoxic  state  or 
severe  cerebral  edema  from  contussion  and/or  lacer- 


ation, it  is  considered  a neurological  emergency.  Pa- 
tients, who  have  a seizure  disorder,  develop  status 
epilepticus  usually  from  discontinuance  of  medica- 
tion, intercurrent  infections,  excessive  fatigue,  or  for 
reasons  which  are  not  always  apparent  and  is  a 
neurological  emergency.  To  intervene  promptly  may 
prevent  mortality.  The  patient  returns  to  his  previous 
functional  level.  The  condition  has  a natural  history 
of  being  self-limiting,  but  when  seen,  it  must  be 
promptly  controlled  by  anticonvulsants.  Diazepam 
(Valium)  is  recommended,  5-10  mg.,  given  IV  in 
two  minutes  is  often  adequate.  Thirty  mg.  within 
the  first  hour  is  seldom  needed  but  is  now  recom- 
mended if  needed.  Slow  drip  and/or  recurrent 
treatment  at  one  to  four  hours  for  control  may  con- 
tinue for  48  hrs.  Phenobarbital  levels  should  be 
raised  concommitantly  (requiring  IM  injections  of 
130-260  mg.  q.  6 hrs.  until  oral  route  becomes 
available).  Were  diazepam  ineffectual,  intravenous 
Sodium  Amylbarbital  (IV2  to  15  grains)  or  IV 
Diphenylhydantoin  are  available. 

Maintenance  of  adequate  oxygenation  and  in- 
sured airway  during  the  status  is  essential,  whereas, 
nutrition  and  fluids  in  short-term  ordeals  such  as 
this  become  of  secondary  importance. 

The  seventh  and  last  neurological  emergency  to 
be  discussed  is  acute  “brain  stem  compression.” 
When  the  temporal  lobe  is  forced  through  the  ten- 
torial notch  compressing  the  midbrain  and/or  the 
oculomotor  nerve,  or  when  increased  pressure  rises 
causing  venous  engorgement  of  the  brain  stem,  the 
patient  manifests  brain  stem  compression.  Signs  of 
anisocoria  (dilated  fixed  pupil  with  eye  deviated 
laterally),  obtunded  state,  “extensor  spasms,”  respir- 
atory irregularity  associated  with  a falling  blood 
pressure  and  a slowing  pulse  and  papilledema  alerts 
one  to  this  emergency.  The  emergency  is  to  ex- 
clude a “mass”  lesion  over  the  convexities  of  the 
brain  which  can  be  surgically  removed!!  Only  in 
these  cases  does  the  brain  stem  compensate  and  the 
patient’s  quality  of  life  returns  to  the  premorbid 
state.  When  brain  stem  compression  occurs  as  an 
“end  stage”  of  metastases  or  primary  brain  tumors, 
when  secondary  to  devastating  hemispheral  hemor- 
rhage or  “red”  infarction,  when  secondary  to  pro- 
longed anoxia  (greater  than  four  minutes)  or  when 
secondary  to  cerebral  edema  from  extensive  trauma, 
it  is  not  a “neurological  emergency.” 

The  signs  of  “brain  stem  compression”  demand 
exclusion  of  these  surface  lesions  such  as  hematomas 
and  meningiomas.  A midline  pineal  on  x-ray  is  of 
great  value,  but  brain  scan  (conventional  and  CAT) 
can  promptly  detect  these  lesions,  and  if  present, 
must  be  treated  as  an  emergency. 
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surgery  plus  irradiation.  Three  cases  were  treated 
surgically  and  two  cases  were  treated  with  irradia- 
tion alone.  Ours  is  the  third  case  treated  by  only 
radiation.  Although  no  statistical  conclusions  can 
be  drawn  from  these  small  numbers,  the  prolonged 
survival  after  radiation  therapy  of  this  histologically 
malignant  condition  is  interesting. 
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BEST  WISHES  OF  THE  SEASON ! 


FROM  JIM  FARAGHER 
serving  South  Dakota  area  physicians  for  16  years. 
Ask  him  about 

ANASPAZ,  ETHAQUIN,  MOBIDIN. 

AB.  F.  Ascher  & Co.,  Inc. 

Kansas  City,  Missouri 


® — a weighted  breast  form  that 

- looks  and  feels  perfectly  natural 


HELPS  IMPROVE  POSTURE, 
APPEARANCE, 

COMFORT,  MORALE. 

Kreiser’s  Surgical,  Inc. 

1220  S.  Minn.  Ave. 

Sioux  Falls,  SD  57105 

Professional  fittings  available  Mon.-Fri. 
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CHAPTER 
NEWS 

SOUTH  DAKOTA  ACADEMY  OF  FAMILY  PHYSICIANS 
3001  South  Holly  Avenue 
Sioux  Falls,  SD  57105 


The  American  Academy  of  Family  Physicians  will  hold  workshops  to  assist  practicing  family  doctors  to  take  the  certify- 
ing examination  in  family  practice. 

The  series  of  eight  workshops,  to  be  held  January  through  March  at  various  sites,  are  designed  specifically  to  help  doc- 
tors prep  for  the  upcoming  exam  in  August,  1978.  The  1978  exam  will  be  the  last  one  for  which  family  doctors  who  have 
not  completed  a family  practice  residency  may  be  eligible . Subsequent  examinations  will  be  open  only  to  physicians  who  have 
completed  an  approved  residency  training  program. 

According  to  Dr.  Tom  Stern,  director  of  the  AAFP  Education  Division,  the  workshops  will  provide  information  on  testing 
techniques  similar  to  those  used  for  the  board  examination  scheduled  in  August.  He  noted  that  these  workshops  will  be  simi- 
lar to  the  continuing  education  programs  on  the  subject  conducted  at  the  recent  AAFP  Scientific  Assembly  in  Las  Vegas.  He 
added  that  it  is  important  that  prospective  examinees  be  aware  that  the  cutoff  date  to  apply  to  take  the  examination  is  April  1. 

Advance  registration  is  necessary  to  attend  the  workshops.  For  further  information,  write  Education  Division,  American 
Academy  of,  Family  Physicians,  1740  West  92nd  Street,  Kansas  City,  MO  64114,  or  call  800-821-2512.  A fee  of  $50  will  be 
charged  to  offset  expenses. 

Dates  and  sites  of  the  workshops: 


Eight  Workshops  on  “HOW  TO  TAKE  THE  CERTIFICATION  EXAMINATION” 


AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS 


January  7,  1978 
Atlanta  Hilton 

Courtland  & Harris  Streets,  N.  E. 
Atlanta,  Georgia  30303 

February  24,  1978 
Sheraton  Denver  Airport  Hotel 
3535  Quebec  Street 
Denver,  Colorado  80207 

March  3,  1978 
Sheraton  Airport  Inn 
Philadelphia  International  Airport 
Philadelphia,  Pennsylvania  19153 


February  25,  1978 

Thunderbird  Motor  Inn-Jantzen  Beach 
1401  N.  Hayden  Island  Drive 
Portland,  Oregon  97212 

March  4,  1978 
Radisson  South  Hotel 
7800  Normandale  Boulevard 
Bloomington,  Minnesota  55435 


January  8,  1978 

The  Americana  Inn  of  the  Six  Flags 
P.O.  Box  70 
Arlington,  Texas  76011 

February  26,  1978 
Century  Plaza 
2025  Avenue  of  the  Stars 
Los  Angeles,  California  90067 

March  5,  1978 
Hyatt  Regency  O’Hare 
River  Road  at  Kennedy 
P.O.  Box  66456 
Chicago,  Illinois  60666 


WHY?  Eligibility  to  sit  for  the  certifying  examination  in  family  practice  will  be  terminate  for  all  physicians  except  re- 
sidency graduates  on  June  30,  1978.  Because  the  long-term  effects  of  Board  status  are  not  known,  the  American 
Academy  of  Family  Physicians  believes  that  it  has  a responsibility  to  Academy  members  to  conduct  these 
workshops  which  will  provide  information  on  testing  techniques  similiar  to  those  used  in  the  board  examination, 
thereby  assisting  the  candidate  with  his  total  preparation  for  the  examination. 

The  prototype  of  these  workshops  has  been  conducted  in  each  of  the  last  several  years  at  the  Annual  Scientific 
Assembly  with  good  evaluation  from  the  participants  as  to  the  effectiveness  of  the  course  in  aiding  the  candidate 
in  taking  the  examination. 

COURSE  INFORMATION 

The  program  will  begin  at  12:00  noon  and  conclude  at  4:30  p.m.  thereby  minimizing  the  amount  of  time  a 
physician  must  be  away  from  his  home  and  practice.  The  workshop  has  been  designed  so  that  most  participants 
may  arrive  at  the  meeting  site  in  the  morning  and  depart  in  the  evening  of  the  same  day.  To  facilitate  your 
early  arrival  at  the  hotel,  a brunch  has  been  planned  from  11:00  a.m.  until  noon.  You  may  also  pick  up  your 
registration  material  before  or  after  brunch. 
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The  registration  fee  is  $50.00  and  includes  the  text  entitled,  “Clinical  Simulations”  by  McGuire  and  Solomon. 
The  brunch  is  complimentary. 


SOUTH  DAKOTA 


ATHLETIC  PHYSICALS 

(A  Report  for  the  South  Dakota  Chapter  of  the  American 
Academy  of  Family  Physicians) 


by 

Jerry  Walton,  M.D.* 
Earl  Kemp,  M.D.** 
Larry  Sittner,  M.D.*** 


I.  Definition  of  the  Problem 

Over  the  past  several  years,  there  have  been  com- 
plaints expressed  with  regards  to  athletic  physicals 
in  the  public  school  system  throughout  the  state  of 
South  Dakota.  Some  of  these  complaints  stated: 

A.  Doctors  were  not  available  to  do  these  phys- 
ical exams  in  certain  communities. 

B.  In  some  communities,  doctors  were  available, 

but  did  inadequate  examinations. 

C.  In  some  communities,  doctors  were  available, 

did  adequate  examinations,  but  their  fees 
were  inordinately  high. 

D.  There  have  been  some  complaints  that  in  some 
communities  the  problem  was  multifold,  in- 
cluding more  than  one  of  the  above  stated 
problems. 

In  addition  to  the  above  complaints  filed  on  be- 
half of  coaches,  school  board  members,  parents,  in- 
terested citizens,  etc.,  the  State  Chiropractic  Associ- 
ation has  lobbied  and  presented  a case  to  the  State 
Legislature  each  of  the  past  several  sessions  stating 
that  in  many  cases  the  medical  doctors  are  giving 
inadequate  examinations.  They  state  that  they  felt 
that  they  should  be  doing  them  thoroughly  in  the  of- 
fice. One  other  criticism  leveled  by  the  Chiropractic 
Association  was  that  some  medical  doctors  are 
charging  as  high  as  $25  per  examination. 

Approximately  two  years  ago,  an  appeal  was  lev- 
eled at  the  South  Dakota  State  Medical  Association 
to  help  those  communities  where  doctors  and  med- 
ical facilities  were  not  available  for  athletic  phys- 
icals. This  raised  another  question  as  to  whether 
the  State  Medical  Association  was  able  to  meet  the 
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demands  of  the  communities  with  inadequate  med- 
ical facilities. 

For  the  above  reasons  and  because  of  some  per- 
sonal concerns  on  the  part  of  members  of  the  South 
Dakota  Chapter  of  the  American  Academy  of 
Family  Physicians,  a committee  was  formulated  to 
investigate  the  problem  and  present  some  recom- 
mendations. This  problem  has  been  approached  by 
acquiring  data  base  from  among  the  coaches,  school 
board  members,  doctors  within  the  state,  the  State 
Athletic  Association,  as  well  as  surrounding  state 
athletic  and  medical  associations.  Specific  question- 
naires were  sent  to  all  of  the  medical  doctors  in  the 
state  of  South  Dakota.  A questionnaire  was  sent 
to  the  director  of  athletics  or  coach  of  both  junior 
high  and  high  school  levels  in  South  Dakota.  A 
questionnaire  was  sent  to  each  of  the  school 
boards  and  a letter  to  the  American  Academy  of 
Pediatrics,  the  College  of  Cardiology,  the  National 
Association  of  Urologists,  a letter  to  Allen  J.  Ryan, 
Editor  of  Sportsmedicine  and  for  a long  time  as- 
sociated with  athletic  programs,  requesting  informa- 
tion as  to  what  these  organizations  feel  are  essential 
elements  in  an  athletic  physical  examination  pro- 
gram. The  results  of  these  questionnaires  and  in- 
quiries are  presented  in  the  next  section. 

II.  Data  Base 

A.  This  first  data  is  derived  from  a questionnaire 
sent  to  all  of  the  practicing  medical  doctors  in  the 
state  of  South  Dakota.  This  material  is  divided  into 
urban  and  rural  communities.  The  urban  communi- 
ties consist  of  Sioux  Falls,  Rapid  City,  Aberdeen, 
Huron,  Watertown,  Mitchell,  Madison,  Brookings, 
and  Yankton.  The  other  communities  in  the  state 
are  classified  as  rural.  There  were  250  responses 
from  approximately  540  questionnaires  sent.  Percen- 
tages are  based  upon  total  responses  to  each  indivi- 
dual question. 
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1 . Do  you  see  a problem  in  your  area  for  stu- 
dents to  obtain  athletic  physicals? 

Percentage 

Urban  Rural  Total  (total) 

Yes-  9 Yes-  5 Yes -14  Yes-  5.7% 

No-  135  No -97  No  - 232  No -94.3% 

2.  Do  you  feel  adequate  examinations  are  giv- 
en? 

Percentage 

Urban  Rural  Total  (total) 

Yes -127  Yes -93  Yes  - 220  Yes  - 92% 

No-  11  No-  8 No-  19  No-  8% 

Comments  of  those  14  responses  that  indicated 
there  was  a problem  in  their  area  in  question  1 
indicated  that  there  was  no  sign  of  unwillingness 
noted  on  the  part  of  the  physicians.  All  comments 
pointed  to  a shortage  of  physicians  in  a few  areas. 
Comments  by  those  physicians  who  felt  that  ade- 
quate examinations  were  not  given,  they  indicated 
that  they  were  too  rushed,  that  there  was  not 
enough  history  available,  or  that  the  facilities  were 
too  noisy  for  adequate  examination. 

3.  Do  you  participate  in  the  athletic  physical 
program? 

Urban  Rural  Total  Percentage 

Yes-111  Yes- 104  Yes -215  Yes  - 87% 

No-  28  No-  4 No-  32  No -13% 
Occasionally  - 2 

4.  If  yes,  how  many  student  examinations  did 
you  perform  last  year? 

Urban  Rural 

Range  - 4 to  over  3,000  P.E.’s  Range  - 3 to  1,000 

Most  - 20  to  300  P.E.’s  Most  - 100  to  300 

5.  How  are  most  athletic  physicals  scheduled  in 
your  area? 

Urban  Percentage 

Individually  in  your  office  - 30  Individual  - 22.9% 

As  a group  at  school  or  elsewhere  - 73  Group  - 55.7% 
Both  -28  Both  -21.4% 

Rural 

Individually  in  your  office  - 13  Individual  - 13.1% 

As  a group  at  school  or  elsewhere  - 61  Group  - 61.6% 

Both  - 25  Both  - 25.3% 

Total 

Individually  in  your  office  - 43  Individual  - 18.7% 
As  a group  at  school  or  elsewhere  - 1 34  Group  - 58.2% 
Both  - 53  Both  -23.1% 


6.  About  how  much  time  did  you  spend  this 
past  year  doing  athletic  physicals? 


Urban 

Hours 

Range  - 0 to  160  hrs. 
Most  - 3 to  10  hrs. 


Rural 

Hours 

Range  - 1 to  1 00  hrs. 
Most  - 6 to  20  hrs. 


Minutes  per  Physical  Mmutes  per  physicial 
Exam  Exam 


Range  - 1 to  30  mins.  Range  - 1 to  22  mins. 
Most  - 5 to  6 mins.  Most  - 3 to  7.5  mins. 


7.  Would  you  be  in  favor  of  more  thorough 
examinations  (e.g.  heart  and  blood  pressure 
checks  before  and  after  exercise,  more  lab- 
oratory work,  etc.)  at  7th  and  10th  grade 
levels  with  yearly  followup  only  on  those 
individuals  who  are  known  to  have  poten- 
tial problems? 

Percentage 

Urban  Rural  Total  (total) 

Yes -67  Yes -55  Yes  - 122  Yes -51.9% 

No -67  No -46  No- 113  No -48.1% 


8.  What  charges  are  usually  made  for  athletic 
physicals  including  laboratory? 

Urban  Rural 

Range  - 0 to  $25  Range  - 0 to  $24 

Most  - $5  to  $10  Most  - $3  to  $6 

No  Charge -37%  No  Charge  - 28.5% 


9.  How  are  examinations  financed? 


Urban 

Rural 

Total 

Percentage 

School  pays 

19 

15 

34 

14.2% 

Student  pays 

51 

41 

92 

38.4% 

Both 

18 

24 

42 

17.7% 

No  Charge 

42 

29 

71 

29.7% 

B.  This  data  is  compiled  from  the  questionnaire 
sent  to  the  coaches  throughout  the  state  of  South 
Dakota.  Eighty-one  forms  were  returned,  12  of 
which  were  from  urban  areas  and  69  from  rural 
areas.  Approximately  500  forms  were  sent. 

1 . Do  you  feel  that  the  method  you  now  em- 
ploy for  screening  physical  examinations  is 
adequate?  If  not,  why  not?  What  suggestions 
might  you  offer  to  alleviate  this  problem, 
if  any? 

Percentage 

Urban  Rural  Total  (total) 

Yes  - 9 Yes  - 53  Yes  - 62  Yes  - 77.5% 
No -3  No- 15  No- 18  No -22.5% 

2.  Have  you  encountered  difficulty  in  obtain- 
ing physical  examinations  based  on  proxim- 
ity to  a physician  or  lack  of  the  physician’s 
time  available? 

Percentage 

Urban  Rural  Total  (total) 

Yes -4  Yes- 11  Yes  - 15  Yes -18.8% 

No  - 7 No  - 58  No  - 65  No  - 81 .2% 

3.  Have  you  encountered  any  physical  com- 
plications following  a previously  indicated 
normal  examination? 

Percentage 

Urban  Rural  Total  (total) 

Yes  - 2 Yes  - 5 Yes  - 7 Yes  - 8.6% 

No -10  No -65  No -75  No -91.4% 
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4.  Have  you  encountered  difficulty  with  the 
school  board  or  school  administrators  re- 
garding problems  associated  with  the  pres- 
ent methods? 

Percentage 

Urban  Rural  Total  (total) 

Yes-  1 Yes-  6 Yes-  7 Yes-  8.7% 
No -10  No -64  No -74  No -91.3% 


5.  Do  you  feel  an  alternative  method  of  per- 
forming physical  examinations  is  indicated? 

Percentage 

Urban  Rural  Total  (total) 

Yes -2  Yes- 11  Yes- 13  Yes-  17.2% 

No -9  No -54  No -63  No -82.8% 


6.  How  are  your  physical  exams  financed? 


Urban  Rural 


Student 

4 

28 

School 

5 

22 

Both 

1 

6 

No  ‘Charge 

2 

13 

Percentage 
Total  (total) 

32  Student  - 39.5% 
27  School  - 33.3% 
7 Both  - 8.6% 
15  No  Chg.  - 19.6% 


7.  What  is  the  average  cost  of  the  physical 
examinations?  Do  you  feel  this  is  a fair 
charge? 

Percentage 


Urban 

Rural 

Total 

(total) 

Fair  Charge 

Yes  - 5 

Yes  - 31 

Yes  - 36 

Yes  - 100% 

No-0 

No-  0 

No-  0 

No-  0% 

Average  Cost 

$2-$3 

1 

11 

12 

24.5% 

$4-$6 

2 

25 

27 

55.1% 

$7-$10 

1 

6 

7 

14.2% 

$11  -$ 1 5 

0 

2 

2 

4.0% 

No  Charge 

1 

0 

1 

2.2% 

8.  Are  physical  examinations  performed  on  a 
mass  screening  basis  or  on  individual  exam- 
inations? Which  method  do  you  prefer? 


Percentage 


Urban 

Rural 

Total 

(total) 

Mass  10 

33 

43 

49.4% 

Individual  5 

39 

44 

50.6% 

Prefer  mass  6 

24 

30 

42.2% 

Prefer  individual  4 

37 

41 

57.8% 

9.  What  specifically  do  your  physical  exams 

require,  i.e.,  urinalysis, 

blood 

count,  com- 

plete  heart  evaluation? 

Percentage 

Urban  ] 

Rural 

Total 

(total) 

State  form  4 

15 

19 

13.6% 

Urine  6 

37 

43 

30.9% 

Hemoglobin  4 

16 

20 

14.3% 

Complete  P.E.  4 

12 

16 

11.5% 

Incomplete  P.E.  4 

37 

41 

29.7% 

(The  state  form  includes  a urinalysis,  the  other 
urines  listed  are  in  addition  to  the  urines  per- 
formed with  a state  form  format.) 


10.  Do  you  feel  that  chiropractic  examinations 
are  adequate?  If  not,  why  not? 

Urban  Rural  Total 

Yes  - 2 Yes  - 13  Yes  - 15 

No -2  No -39  No -41 

No  Comment  - 8 No  Comment  - 9 No  Comment  - 1 7 

Percentage  (total) 

Yes -20.5% 

No  - 56.1% 

No  Comment  - 23.4% 

Comments:  Many  of  the  respondents  indicat- 
ing no  comment  also  indicated  that  they  had  no 
experience  in  association  with  chiropractors  do- 
ing physical  examinations  within  the  framework 
of  the  school  system.  The  negative  responses  to 
chiropractic  examinations  primarily  revolved 
around  their  inadequate  training  and  knowledge 
of  human  anatomy  and  physiology,  and  clinical 
expertise. 

1 1 . List  below  any  further  information  you 
might  feel  is  relative,  and  further  sugges- 
tions you  might  have  regarding  these  prob- 
lems. 

Comments:  At  least  6 coaches  commented  that 
the  physical  exam  should  be  more  thorough.  The 
problem  of  busing  students  was  alluded  to.  One 
coach  commented  that  the  medical  students  could 
do  the  physical  exams  free.  Another  comment 
stated  that  the  medical  association  should  help  in 
upgrading  the  physical  exams.  One  coach  felt  that 
the  coaches  should  be  informed  of  injuries.  An- 
other felt  that  there  should  be  a set  of  guidelines 
suggested  by  the  South  Dakota  State  Medical 
Association.  The  general  comment  that  more  doc- 
tors are  needed  in  South  Dakota  was  also  stated. 
Another  comment  indicated  that  the  state  forms 
should  be  sent  out  earlier.  Several  comments 
were  made  that  the  physical  exam  should  not  be 
done  every  year.  Two  opinions  were  stated  that 
there  should  be  physical  examination  centers  in 
the  state. 

C.  This  data  was  compiled  from  a questionnaire 
sent  to  the  school  boards  in  the  state  of  South  Da- 
kota; a total  of  21  forms  were  returned. 

1 . Has  there  been  any  difficulty  in  obtaining 
licensed  medical  doctors  to  do  the  necessary 
physical  examination  on  the  participating 
athletes  in  your  school  system? 

Total  Percentage 

Yes -4  Yes -18.2% 

No- 18  No -81.8% 

Comments:  Of  the  affirmative  answers,  most 
responses  dealt  with  a problem  of  having  to  trans- 
port students  to  another  community  or  area  for 
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physical  exams. 

2.  Has  there  been  any  question  about  the 
quality  and  completeness  of  these  physical 
examinations? 

Total  Percentage 

Yes  - 2 Yes  - 9.6% 

No -19  No -90.4% 

3.  Do  you  feel  that  there  has  been  an  over- 
charge or  an  insufficient  charge  under  the 
existing  system  that  is  used  for  these  exami- 
nations? 

Total  Percentage 

No -17  No -73.9% 

Yes -4  Yes -17.5% 

Insufficient  - 1 Insufficient  - 4.3% 

No  Opinion  - 1 No  Opinion  - 4.3% 

4.  Do  you  have  any  suggestions  for  improv- 
ing or  changing  the  system  that  is  currently 
being  used? 

Comment:  The  quality  of  the  physical  and  the 
charge  should  be  comparable  from  one  town  to 
the  next. 

Comment:  We  are  happy  with  our  experiences. 

Comment:  Encourage  more  students  to  study 
medicine  and  reduce  the  work  load  for  our  doc- 
tors or  provide  for  the  licensing  of  persons  (who 
are  not  as  knowledgeable  in  all  areas  in  medi- 
cine as  the  doctor  of  medicine)  to  be  trained  to 
do  the  less  technical  aspects  of  the  examination — 
paraprofessionals. 

Comment:  I would  hope  that  some  standard 
cost  factor  for  a physical  could  be  established  not 
based  per  student,  but  group  rate  if  physicals  are 
completed  with  a whole  group. 

Comment:  Outside  of  taking  more  time  and 
care  in  giving  these  physicals,  I can  see  no  ready 
area  for  improvement.  This  of  course  will  cost 
more  money,  but  would  be  worth  the  time  and 
expense  if  it  were  to  prevent  or  forestall  serious 
injuries. 

Comments:  In  my  mind  there  has  been  no 
question  about  the  quality  and  completeness  of 
these  athletic  examinations. 

Comment:  We  are  satisfied  with  the  exams  our 
students  receive. 

Comment:  We  feel  that  the  physical  exams 
have  been  very  good  and  handled  very  well. 

Comment:  Perhaps  a maximum  figure  could 
be  placed  on  what  a doctor  could  charge. 

Comment:  I recommend  that  physical  exams  be 
required  of  an  athlete  before  he  or  she  partici- 
pates in  their  first  athletic  endeavor,  and  the 
physical  be  valid  throughout  the  athlete’s  high 
school  career  unless  parents  desire  their  child  to 


undergo  another  physical  or  the  student  desires  to 
undergo  another  physical,  or  the  student  has  been 
injured. 

Comment:  We  would  like  to  have  a physician 
in  attendance  at  athletic  events. 

D.  This  material  was  gathered  from  surrounding 
state  medical  associations  and  high  school  athletic 
associations.  The  responding  states  include  Minneso- 
ta, Wyoming,  Iowa,  Nebraska,  and  North  Dakota. 

Minnesota:  The  state  of  Minnesota  in  1975  em- 
barked on  a new  program  requiring  a total  and 
complete  physical  examination  on  file  in  the  school 
performed  by  a physician  within  the  previous  three 
years.  In  conjunction  with  this  they  required  an  an- 
nual health  history  statement  to  be  kept  on  file.  Any 
adverse  answer  on  these  history  forms  would  indi- 
cate the  need  for  a physical  examination  prior  to 
participation  in  athletic  activities  for  that  year.  In 
addition  to  the  health  form  to  be  filled  out  annually, 
Minnesota  also  requires  a medical  report  before  par- 
ticipation after  injury.  They  felt  that  the  program 
was  too  new  to  comment  on  the  effectiveness  of 
the  change  in  format  at  this  time. 

Wyoming:  Comments  from  this  state  indicate  that 
the  doctors  in  Wyoming  have  difficulties  in  deliver- 
ing adequate  physical  examinations.  No  specific  de- 
tails were  laid  out.  In  this  state  physical  examina- 
tions are  required  each  year  and  they  must  be  per- 
formed by  M.D.s  or  D.O.s.  The  format  of  the 
physical  examination  is  sometimes  conducted  in 
mass  at  the  school  and  sometimes  on  an  individual 
basis  in  the  doctor’s  office.  In  almost  all  instances, 
the  physicals  are  paid  for  by  the  students.  Theirs  is 
a very  complete  physical  and  history  form. 

North  Dakota:  This  state  has  no  insurmountable 
difficulties  regarding  the  execution  of  physical  ex- 
aminations. The  method  of  examination  is  variable 
in  some  cases  held  in  mass  at  the  school  and  in 
others  in  the  office  of  the  private  physician.  The 
individual  examination  in  the  doctor’s  office  is  the 
preferred  method  in  this  state.  The  method  of  pay- 
ment varies  with  the  student  paying  in  some  cases, 
the  school  in  others,  and  in  some  cases,  the  services 
are  performed  for  no  charge.  The  form  used  by  the 
state  of  North  Dakota  has  a very  brief  history  col- 
umn and  physical  fitness  statement. 

Iowa:  In  this  state  all  athletes  must  be  examined 
once  a year.  The  state  is  moving  towards  a thorough 
physical  examination  the  first  year  in  high  school 
followed  by  a brief  examination  each  succeeding 
year,  sometimes  performed  in  mass  at  the  school. 
In  the  state  of  Iowa  only  a licensed  medical  physi- 
cian can  give  the  examination.  The  cost  is  the  bur- 
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den  of  the  student  for  the  office  physicals  and  many 
times  is  given  free  of  charge  when  given  in  mass  at 
the  school  or  a token  fee  is  paid  by  the  school.  The 
form  used  has  a rather  extensive  history  on  one 
side  and  a fairly  complete  physical  examination  on 
the  reverse  side. 

Nebraska:  In  this  state  physical  examinations  are 
required  for  all  boys  and  girls  who  plan  to  partici- 
pate in  athletics  once  each  year.  Printed  guidelines 
for  physicals  are  set  forth  by  the  Nebraska  Medical 
Association  and  include  conditions  which  would 
disqualify  a boy  or  a girl.  This  state  is  moving  to 
the  concept  of  the  physicals  being  performed  in  the 
doctor’s  office  on  an  individual  basis.  In  a small 
percentage  of  cases,  a group  of  physicians  come  to 
the  school  and  give  physicals.  No  stipulation  is  made 
in  this  state  as  to  the  type  of  professional  who  per- 
forms these  services,  but  most  are  medical  doctors. 
In  the  inner  city  area  of  Omaha,  the  school  nurse, 
who  is  an  R.N.,  and  a community  health  group 
perform  the  physicals.  In  all  cases,  the  student  pays 
for  the  physical  exam  unless  it  is  given  at  the  school, 
in  which  cases  the  school  pays.  The  form  used  in 
Nebraska  is  a very  extensive  history  and  phys- 
ical examination  form.  In  addition,  there  is  also  an 
injury  survey  which  is  a form  filled  out  for  each 
sport  injury.  This  includes  the  type  of  injury,  the 
sport,  whether  it  was  game  or  practice,  field  condi- 
tions, type  of  equipment  worn,  etc. 

South  Dakota:  The  current  status  of  physical 
exams  in  South  Dakota  is  as  follows.  An  annual 
physical  examination  is  required  by  a licensed  M.D. 
or  osteopath.  Currently,  exams  are  done  both  on  a 
mass  basis  and  on  an  individual  basis  in  the  physi- 
cian’s office.  The  cost  is  sometimes  borne  by  the 
participant,  and  in  some  cases  in  part  or  in  full  by 
the  school  district.  In  a few  instances,  contracts  are 
made  with  physicians.  The  form  used  is  a short  ab- 
breviated form  with  no  history. 

E.  This  section  of  data  includes  correspondence 
with  specialty  organizations  and  specialists  in  the 
field  of  sports  medicine. 

American  Academy  of  Pediatrics:  This  organiza- 
tion feels  that  the  examination  should  preferably  be 
done  by  the  student’s  personal  physician  rather  than 
in  a school  setting.  Special  reference  is  made  to  a 
book  produced  by  the  Academy  entitled  School 
Health,  A Guide  For  Physicians.  They  further  state 
roundup  and  mass  examinations  are  inadequate  be- 
cause of  the  sketchy  history  available.  Yearly  exami- 
nations in  the  physician’s  office  should  be  done,  and 
are  sufficient  as  long  as  a serious  injury  or  new 
medical  problem  or  condition  does  not  appear.  An 
interval  history  is  recommended  prior  to  participat- 


ing in  each  succeeding  sport.  A dental  evaluation  is 
also  necessary.  Absolute  and  relative  contraindica- 
tions for  participation  in  contact  sports  is  listed. 
Exceptions  may  be  made  if  the  consequences  are 
fully  explained  and  understood  by  the  parents  and 
athlete,  and  legal  release  for  participation  is  given 
to  the  physician  and  school,  and  appropriate  meas- 
ures and  devices  are  used  to  protect  the  athlete 
during  participation. 

American  Urologic  Association:  Athletic  physical 
examinations  should  be  carried  out  only  by  qualified 
physicians.  Each  participant  should  have  a routine 
urine  examination.  It  would  be  helpful  to  have  a be- 
fore and  after  an  athletic  event  examination  of  the 
urine,  particularly  in  any  cases  in  question.  “Please 
let’s  keep  the  chiropractors  out  of  this!” 

American  College  of  Cardiology:  This  association 
has  not  formulated  or  adopted  official  guidelines 
pertain:ng  to  cardiac  evaluations  of  public  school 
participants  or  athletes.  The  screening  evaluation 
should  certainly  be  performed  by  a physician  who 
is  competent  in  carrying  out  a complete  cardiovas- 
cular history  and  physical  exam. 

Letter  to  Allen  J.  Ryan,  Editor-in-Chief,  Sports- 
medicine:  This  respondent  alludes  to  a problem 
arising  out  of  a tremendous  increase  in  participa- 
tion of  both  boys  and  girls  without  a corresponding 
increase  in  time  available  for  physicians.  He  notes 
that  there  has  also  been  a coincident  growth  in  mal- 
practice actions.  A study  was  conducted  in  the  state 
of  Wisconsin  in  a limited  portion  of  the  state,  giving 
physical  examinations  every  other  year.  The  results 
of  this  study  indicated  that  this  seemed  to  be  a very 
satisfactory  system  and  there  were  few  objections 
from  physicians,  parents,  or  athletes  regarding  it. 
He  feels  the  success  of  any  program  for  the  med- 
ical supervision  of  the  high  school  athlete  depends 
more  upon  the  interest  and  involvement  of  physi- 
cians in  the  total  program  than  it  does  upon  any 
specific  requirement  of  examinations  being  done  at 
a certain  time  or  on  a certain  regular  reoccurring 
basis.  One  concern  would  be  that  even  though  the 
examinations  may  be  done  less  frequently,  this 
would  not  necessarily  assure  that  the  physical  exam 
would  be  done  any  better.  He  states  that  if  a state 
were  to  have  a program  of  thorough  physical  ex- 
aminations every  three  years,  that  the  physicians 
must  be  persuaded  that  the  examinations  need  to 
be  well  done  and  that  re-evaluations  are  conducted 
when  specific  illness  or  injury  are  apparent. 

James  G.  Garrick,  former  Associate  Professor  of 
Orthopedics,  Head,  Division  of  Sports  Medicine, 
University  of  Washington  (Dr.  Garrick  now  prac- 
tices in  Phoenix,  Az.):  Dr.  Garrick  states  that  several 
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years  ago  Seattle,  Washington  went  to  a three  year 
physical  examination,  and  this  has  proved  very  ef- 
fective in  this  area.  He  feels  that  physical  exams 
done  more  often  in  a young,  healthy  individual  be- 
come redundant.  He  does,  however,  stress  the  need 
for  followup  on  illness  and  injury  and  proper  re- 
habilitation prior  to  the  athlete’s  reentering  athletic 
competition. 

III.  Discussion  of  Data 

It  becomes  apparent  from  the  data  collected  that 
most  of  the  respondent  doctors,  coaches,  and  school 
board  members  feel  that  there  is  no  problem  in  ob- 
taining athletic  physicals.  94.3%  of  the  doctors, 
81.2%  of  the  coaches,  and  81.8%  of  the  school 
board  members  feel  that  they  have  no  problems  at 
all  in  obtaining  physical  examinations.  92%  of  the 
physicians  feel  that  these  examinations  are  adequate, 
while  77.5%  of  the  coaches,  and  90.4%  of  the 
school  board  members  feel  that  the  physical  exams 
are  adequate.  Not  apparent  in  the  presented  data  is 
the  fact  that  the  remaining  percentage  of  coaches 
and  school  board  members  reflect  13  community 
problem  areas.  These  problem  percentages  are  sur- 
prisingly small  considering  the  amount  of  criticism 
leveled  at  the  current  program  in  the  state  of  South 
Dakota.  It  is  interesting  to  note  also  that  87%  of 
the  physicians  who  responded  are  in  some  way  in- 
volved in  athletic  physicals  for  the  public  school  sys- 
tems. This  represents  a total  of  215  doctors.  This 
percentage  would  perhaps  be  lowered  if  all  of  the 
doctors  had  responded;  as  it  is  fairly  safe  to  assume 
that  many  of  the  physicians  who  did  not  respond 
did  not  do  so  because  they  had  no  information  to 
give  or  were  not  directly  involved  with  school  phys- 
icals. What  was  also  not  apparent  in  the  data  pre- 
sented was  the  fact  that  the  physician  in  the  rural 
area  averaged  more  physicals  per  doctor  than  did 
the  urban  physician.  The  percentages  also  indi- 
cate the  rural  physician  tends  to  do  more  physicals 
in  mass  than  in  the  urban  area.  Those  physicians 
that  replied  they  did  both  individual  physicals  in 
the  office  and  as  a group  at  school  or  elsewhere, 
primarily  did  the  physicals  in  a group  setting  and 
completed  the  remainder  of  the  physicals  in  the  of- 
fice for  those  who  missed  the  group  session.  This 
however,  is  not  reflected  in  the  group  statistics.  Of 
interest  is  the  fact  the  coaches  responses  do  not  tend 
to  support  this  concept;  they  indicate  as  pointed 
out  in  the  data  presented  that  the  percentage  is  al- 
most equally  divided  between  mass  examinations 
and  individual  examinations.  However,  this  seems 
to  be  a matter  of  interpretation  in  some  cases  where 
individuals  were  examined  at  the  school  but  in  sepa- 
rate rooms.  The  coaches  indicated  in  some  cases 


that  these  were  individual  examinations  though  the 
doctors  had  set  aside  half  a day  or  a day  to  run  an 
entire  group  of  athletes  through  in  one  setting. 

The  coaches  also  indicated  a slight  preference  for 
individual  examinations  over  mass  examinations — 
57.8%  to  42.2%.  Their  main  concern  was  that  the 
mass  examinations  tended  to  be  more  superficial, 
rushed,  and  sometimes  inadequate  because  of  the 
time  and/or  facilities.  Some  of  the  respondent 
physicians  who  also  disliked  the  mass  or  group  phys- 
ical exam  concept  corroborated  the  criticisms  leveled 
by  the  coaches.  Those  coaches  and  doctors  respond- 
ing positively  towards  the  mass  or  group  physical 
exams  felt  primarily  that  they  were  time  saving  and 
easier  to  conduct  rather  than  running  individuals 
through  the  office.  Because  of  the  type  of  structure 
in  the  state  of  South  Dakota  with  regards  to  physical 
exams,  it  becomes  quite  apparent  that  a wide 
range  of  doctor  hours  are  spent  in  examinations  and 
also  in  minutes  per  physical  exam.  It  is  interesting 
to  note  that  while  the  range  of  hours  per  physician 
is  wider  in  the  urban  area,  that  more  rural  physi- 
cians spend  a greater  amount  of  time  per  physi- 
cian, generally.  The  amount  of  time  per  physical 
examination  as  noted  compares  very  closely  in  both 
urban  and  rural  communities  with  a median  for 
physical  examination  being  5Vi  minutes;  it  is  inter- 
esting to  note  that  in  only  8.6%  of  the  coaches 
responding,  did  they  encounter  any  physical  compli- 
cations after  a previously  indicated  normal  examina- 
tion. Of  the  total  of  seven  problems  encountered,  at 
least  three  of  these  would  not  be  demonstrated  even 
on  a complete  and  thorough  physical  examination. 
In  no  cases  were  there  any  serious  complications 
encountered  as  a result  of  inadequate  physical  ex- 
aminations. From  the  data  collected,  it  is  obvious 
that  there  is  only  a low  percentage  interest  in  chang- 
ing the  present  system  of  physical  examinations  in 
the  state  of  South  Dakota  and  these  problems  do 
seem  to  be  localized  to  certain  communities  or  areas 
of  the  state.  One  of  the  newer  concepts  of  managing 
athletic  physical  examinations  is  expressed  as  an  in- 
terval physical  exam.  That  is,  one  thorough  physical 
exam  may  be  done  at  two  to  three  year  intervals 
with  only  an  updated  illness  injury  form  completed 
yearly,  unless  a medical  history  changes  from  one 
year  to  the  next.  Interestingly  enough,  only  slightly 
more  than  half  (51.9%)  of  the  physicians  were  in 
favor  of  this  kind  of  change  as  opposed  to  the  cur- 
rent annual  physical  exam. 

Financing  of  the  physical  exam  seems  to  be  pri- 
marily the  responsibility  of  the  student,  though  in 
many  instances  the  school  pays  for  the  exam  or 
splits  the  cost.  Physicians  indicate  that  in  29.7%  of 


24 


SOUTH  DAKOTA 


the  cases  no  charge  is  made  and  the  coaches  indi- 
cate that  in  18.6%  of  the  communities  no  charge  is 
made  on  the  part  of  the  physician.  55.1%  of  the 
students  or  schools  were  charged  $4-$6  per  physi- 
cal examination.  24.5%  were  charged  less  than  this 
amount.  According  to  the  coaches  who  responded 
to  the  statement,  “Do  you  feel  that  this  is  a fair 
charge”,  indicated  in  100%  of  the  cases  that  it  was. 
However,  not  presented  in  the  data  was  the  fact  that 
other  comments  were  made  on  the  questionnaires 
other  than  directly  to  this  question  stating  that  in 
somes  cases  physician  charges  were  too  high.  Of 
those  criticizing  the  cost  of  the  physical  exam  there 
was  some  indication  that  the  coaches  were  aware  of 
other  communities  who  had  to  pay  less.  For  ex- 
ample, one  coach  felt  that  $7-9  was  too  high  when 
he  was  aware  that  they  were  being  done  for  $5  else- 
where. 

With  regards  to  the  physical  examination  itself, 
most  of  the  examinations  tended  to  be  an  incom- 
plete exam  with  only  1 1.5%  indicating  a very  com- 
plete and  thorough  examination.  The  most  frequently 
ordered  laboratory  test  by  far  was  the  urine  analysis 
with  30.9%  of  the  physicians  ordering  this  test  in 
addition  to  the  13.6%  as  required  by  filling  out  the 
state  form.  These  are  percentages  received  from 
the  coaches  and  may  not  reflect  a true  and  accurate 
figure  as  many  students  are  examined  in  the  physi- 
cian’s office.  They  are  however,  a general  reflection 
of  the  type  of  physical  examination  being  performed. 

Through  communications  with  the  state  of  Min- 
nesota, they  alluded  to  some  problems  encountered 
in  their  own  public  school  physical  examinations  for 
athletes  and  are  currently  trying  the  new  system  of 
an  interval  physical.  Pertinent  data  with  regards 
to  this  system  will  not  be  available  for  2 to  3 years 
after  the  institution  of  the  program.  Wyoming  cur- 
rently indicates  that  they  are  having  some  problems 
with  obtaining  physicians  for  physical  exams.  They 
do  not  intend  at  the  present  time  to  change  the  sys- 
tem from  its  present  status.  The  other  surrounding 
states  of  North  Dakota  and  Iowa  feel  that  they  are 
encountering  no  problems  and  at  the  present  have 
elected  to  continue  with  annual  physical  exams  per- 
formed in  all  these  states  only  by  physicians  with  an 
M.D.  degree  or  D.O.  degree. 

With  regards  to  the  criticisms  leveled  by  the 
chiropractors  towards  the  medical  doctors  in  South 
Dakota  specifically,  that  in  many  cases  medical  doc- 
tors are  giving  inadequate  examinations  and  that 
some  doctors  are  charging  as  high  as  $25  per  exami- 
nation, the  data  supports  the  fact  any  such  prob- 
lems are  isolated  instances  in  South  Dakota 
and  that  generally  the  vast  majority  of  physicians, 
coaches,  and  school  board  members  accept  and 


would  prefer  no  change  in  the  current  system  of 
examining  young  athletes  in  the  public  school  sys- 
tem. Many  strong  negative  additional  comments 
were  made  by  practicing  physicians  concerning 
chiropractors  being  allowed  to  conduct  physical  ex- 
amination programs.  56.1%  of  the  coaches  felt  that 
chiropractors  were  not  able  to  give  adequate  exami- 
nations and  only  20.5%  felt  that  they  were  qualified. 
A large  23.4%  did  not  comment  and  in  some  in- 
stances they  indicated  they  had  no  experience  or 
knowledge  of  their  qualifications.  Other  strong  nega- 
tive comments  were  also  received  from  several  of 
the  specialty  organizations  contacted  in  this  study 
as  well  as  several  neighboring  states  medical  socie- 
ties. The  criticisms  leveled  at  the  chiropractic  as- 
sociation centers  around  their  inadequate  train- 
ing and  lack  of  experience  in  these  areas.  These 
comments  were  not  generally  included  in  the  data 
base  because  of  their  overall  distracting  quality  from 
the  primary  problem  as  defined. 

IV.  Summary 

It  is  apparent  that  the  criticisms  leveled  at  the 
physical  examination  program  for  public  school 
athletes  in  the  state  of  South  Dakota  seems  to  be 
generally  unfounded.  There  are  a few  specific  prob- 
lem areas  that  are  not  well  defined  in  this  study. 
There  is  an  overall  acceptance  of  the  quality  of  the 
physical  examination,  a rather  uniform  but  variable 
range  of  charges  per  physical  examination,  and  good 
acceptance  of  these  charges  on  the  part  of  all  parties 
involved. 

There  is  little  interest  expressed  for  any  current 
change  in  the  present  method  of  conducting  these 
physical  examinations.  The  majority  of  opinion  ex- 
pressed feels  that  the  Chiropractic  Association 
should  not  be  involved  in  giving  athletic  physicals 
in  the  public  school  system. 

V.  Recommendations 

Based  upon  the  data  presented  in  this  study  and 
conclusions  drawn  from  this  data,  the  committee 
authors  recommend  the  following: 

1 . Isolate  the  problems  currently  in  South  Da- 
kota with  regard  to  specific  communities  and 
resolve  these  problems  on  an  individual  basis. 

2.  Study  the  current  standard  physical  form  pres- 
ently used  in  South  Dakota  and  revise  it  to 
fit  present  day  standards. 

3.  Institute  use  of  the  “injury  form”  to  be  used 
statewide  with  guidelines. 

4.  Explore  the  possibility  of  examination  centers 
in  the  state  of  South  Dakota. 

5.  Investigate  the  use  of  the  three  year  interval 
physical  examination  in  conjunction  with  an 
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annual  illness  injury  form. 

A.  Pilot  study  in  South  Dakota. 

B.  Gather  more  data  from  programs  con- 
ducted elsewhere. 
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Christmas  shows  us  how  much  we  need 
God's  love.  That  is  why  he  sent  us  a 
Savior.  May  he  minister  to  you  and  your 
family  in  a special  way. 

Thank  you  for  making  this  territory  one 
of  the  most  successful  for  the  Dow  Chem- 
ical Company  during  the  past  twenty-six 
years.  I look  forward  to  serving  you  in  the 
years  to  come. 

R.  L.  "Russ"  Bonacher 

Medical  Service  Representative 
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Contact:  Al  Borgen 

4200  WEST  TWELFTH 
P.  O.  DRAWER  P 

SIOUX  FALLS,  SOUTH  DAKOTA  57101 
(605)  336-1700 

PSYCHIATRIC  RESIDENCY 

Vacancies  for  ( PG2  through  PG4  only)  position 
for  January  1,  1978  and  July  1,  1978  for  those 
who  have  a regular  Iowa  license  or  can  obtain 
one  by  reciprocity  or  via  FLEX.  Prepare  for  career 
in  private  practice,  community  clinics  or  hospital 
based  psychiatry.  Emphasis  on  close  supervision 
of  intensive  individual  and  group  psychotherapy, 
OPD,  Children's  Unit,  Adolescent  Unit.  Neurology 
affiliation  with  University  of  Iowa.  The  stipends 
are:  1st  year,  $22,360;  2nd  year,  $23,478;  3rd 
year,  $24,674.  Intensity  and  diversity  of  training 
program  appreciated  best  by  personal  visit. 
Contact: 

T.  B.  McManus,  M.D.,  Superintendent 
Mental  Health  Institute 
Cherokee,  Iowa  51012 
Call  Collect  (712)  225-2594 

Equal  Opportunity  Employer. 
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PATIENT  PACKAGE  INSERTS:  A 
CONCEPT  WHOSE  TIME  HAS  COME? 


The  consumer’s  right  to  know  is  an  ir- 
reversible and  desirable  trend  of  the 
Seventies.  It  extends,  and  properly,  to  a 
patient's  right  to  know  more  about  his 
or  her  prescription  medications.  One 
way,  gaining  favor,  is  through  patient 
package  inserts.  Wisely-prepared  and 
properly  distributed  when  medically  in- 
dicated, they  could  markedly  improve 
patient  knowledge  and  drug  therapy— 
laudable  goals  by  anyone’s  standards. 

The  PMA  endorses  these  goals  and 
will  work  with  government,  the  health 
professions  and  consumers  to  achieve 
them. 

The  Advantages 

The  concept  holds  promise  of  benefits: 
better  patient  understanding  of  the 
product  prescribed,  better  adherence 
to  the  treatment  plan,  and  more  aware- 
ness of  possible  side  reactions. 

Every  doctor  has  had  patients 
who  fail  to  finish  antibiotic  regimens 
because  they  feel  better.  Some  patients 
assume  that  if  one  tranquilizer  or 
analgesic  is  good,  two  may  be  twice  as 
good.  Still  others  fail  to  report  dizzi- 
ness while  on  antihypertensive  therapy 
—and  so  on. 

Problems  like  these  might  arise 
less  often  if  the  patient  received  writ- 
ten information  in  addition  to  verbal 
instructions.  Some  studies  suggest 
that  patients  are  more  receptive  to 
such  materials,  and  they  more  often 
understand  the  verbal  instructions  and 
follow  them,  when  inserts  are  used. 

The  Disadvantages 

There  are  also  some  potential  prob- 
lems. Obviously,  the  inserts  must  be 
clearly  phrased,  without  extraneous  or 
complex  detail.  How  much  information 


is  enough?  How  can  it  be  kept  current? 
Should  all  patients  receive  the  same 
information?  Should  inserts  be  in- 
cluded with  all  drugs?  Should  only 
potential  problems  be  listed  or  are 
patients  better  off  with  a “fair  balance” 
presentation  that  describes  usefulness 
as  well  as  drawbacks? 

These  and  similar  questions 
require  answers,  since  model  inserts 
have  yet  to  be  properly  developed  and 
tested.  Despite  the  need  for  these 
studies,  the  FDA  is  proceeding  pre- 
maturely with  inserts  on  selected 
products.  We  think  the  Congress  is  the 
only  place  where  the  matter  can  be 
given  the  proper  legal  status  and 
direction,  particularly  since  it  repre- 
sents a conceptual  change  in  the  legal, 
medical  and  social  framework  of  the 
nation’s  prescription  drug  information 
system. 

The  Solution 

The  PMA  believes  that  carefully- 
devised  pilot  studies  of  various  kinds 
of  inserts  are  needed.  They  should  be 
developed  and  implemented  with  full 
participation  by  doctors,  pharmacists, 
consumers,  communications  experts 
and  the  drug  industry.  Such  studies 
will  provide  reliable  pathways  to 
follow,  so  that  inserts  will  be  useful 
aids  to  medical  practice. 

And  particularly  we  think  that 
you  should  be  closely  involved  in  this 
debate  and  in  these  studies  and  deci- 
sions. Otherwise,  people  with  less 
experience  and  qualifications  may 
control  the  purposes,  content  and  use 
of  a tool  with  considerable  promise  for 
improved  patient  care.  It  could  make  a 
difference  in  your  practice  tomorrow, 
and  more  importantly,  in  the  health 
of  your  patients. 


DVIk 

THE  PHARMACEUTICAL  MANUFACTURERS  ASSOCIATION 
1155  FIFTEENTH  ST,  N,  W,  WASHINGTON,  D,  C 20005 
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Letters  To  The 
Editor 

Current  citations  to  biomedical  literature  can  be 
retrieved  via  computerized  data  base  called 
MEDLINE.  This  data  base  is  maintained  by  the 
National  Library  of  Medicine  in  Bethesda,  MD,  and 
is  available  through  a local  terminal  connection  to 
physicians  and  allied  health  professionals  in  South 
Dakota. 

MEDLINE  contains  approximately  a half  million 
citations  in  its  memory  banks.  Over  3,500  journals 
are  indexed  to  provide  worldwide  coverage  in  bio- 
medical literature  including  basic  science  and  clini- 
cal research,  case  studies  and  techniques.  Citations 
on  precise  topics  are  retrieved  by  combining  any  of 
the  14,000  medical  subject  headings  in  the  con- 
trolled vocabulary.  Searches  may  be  further  defined 
by  age  groups,  experimental  animals,  languages, 
year  of  publication,  journals,  specific  authors  or  a 
combination  of  any  of  these.  Each  citation  contains 
at  a minimum  the  authors,  title  and  source  of  an 
article.  Used  in  its  on-line  mode,  MEDLINE  can 


Pop’s  Proverbs 

How  sad  that  words  of  appreciation  are  most  often 
expressed  to  the  survivors. 


generate  references  to  medical  articles  published 
with  the  current  and  two  previous  years.  As  an  in- 
depth  research  tool,  a special  MEDLINE  “Backfile” 
can  probe  a topic  as  far  back  as  1966. 

Other  MEDLINE  files  can  locate  current  informa- 
tion on  cancer,  cancer  research  projects,  toxicology, 
and  chemical  formulas.  The  Selective  Dissemination 
file  can  provide  regular  monthly  updates  on  any 
biomedical  topic.  Up  to  25  citations  can  be  printed 
at  the  MEDLINE  terminal  from  the  on-line  files. 
Citations  of  more  than  25,  or  from  the  Backfiles 
will  be  printed  off-line  at  the  National  Library  of 
Medicine  and  mailed.  This  usually  takes  four  days. 

Biomedical  literature  searches  should  be  ad- 
dressed to  the  MEDLINE  ANALYST  at:  Lommen 
Health  Sciences  Library,  USD  School  of  Medicine, 
Vermillion,  SD  57069;  telephone  (605)  677-5347. 
Topics  should  be  specific  and  explained  as  fully  as 
possible.  For  each  file  searched  $5.00  is  charged 
to  help  recover  the  cost  of  computer  time. 

Mr.  David  W.  Boilard 
Lommen  Health  Sciences  Library 
University  of  South  Dakota 
School  of  Medicine 
Vermillion,  SD 


Pop’s  Proverbs 

Doubt  is  the  first  step  toward  knowledge. 


SEASON’S 

GREETINGS 


from  Eaton  Laboratories 
and  your  state 
representatives 
Bill  Caufield 
Jim  Oppold 
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This  Is  Your 

Medical  Association 


G.  Robert  Bartron,  M.D.,  and 
John  Stransky,  M.D.  were  named 
to  the  governing  board  of  St. 
Ann’s  Hospital  in  Watertown  for 
three  year  terms. 

% % % 

The  Shrine  to  Music  Museum, 
Inc.  elected  Paul  Reagan,  M.D., 
Sioux  Falls,  to  a three  year  term 
on  the  board  of  directors  at  their 
annual  meeting  at  the  University 
of  South  Dakota. 

2*C  sf: 

Those  attending  Ambulance  Day 
activities  at  McKennan  Hospital, 
Sioux  Falls,  heard  L.  I.  DeMarco, 
M.D.  speak  on  respiratory  emer- 
gencies. 

* * * * 

At  the  annual  meeting  of  the 
South  Dakota  Lung  Association 
meeting  held  in  Brookings,  Wil- 
liam Howard,  M.D.,  Rapid  City, 
and  Lowell  Hyland,  M.D.,  Sioux 
Falls,  were  elected  to  serve  three 
year  terms  on  the  board  of  di- 
rectors. 

^ % 

John  Langdon,  M.D.,  Sioux 
Falls,  spoke  on  coronary  heart 
disease  at  a meeting  of  the  Mc- 
Kennan Coronary  Club. 

^ ^ ^ ^ 

L.  M.  Linde,  M.D.,  Mobridge, 
was  approved  as  a member  of  La 
Leche  League’s  Medical  Associa- 
tion Program.  Other  members  of 
the  Association  Program  are  El- 
don Bell,  M.D.,  Webster;  Bruce 
Lushbough,  M.D.,  Brookings; 
and  Richard  Hosen,  M.D.,  Sioux 
Falls. 


John  Stransky,  M.D.,  Watertown, 
attended  the  Family  Practice  Re- 
view and  Update  1977  held  in 
St.  Paul,  Minnesota. 


Registered  and  licensed  practical 
nurses  attending  a neurological 
workshop  at  Sioux  Valley  Hos- 
pital, Sioux  Falls,  heard  K.  G. 
Koob,  M.D.  and  G.  M.  Sanchez, 
M.D.  discuss  current  concepts  in 
CVA  management. 

* * * * 

James  Ryan,  M.D.,  SDSMA  pres- 
ident, has  made  his  official  visita- 
tion to  seven  district  medical  so- 
cieties to  date.  These  include  the 
Aberdeen  District,  Watertown, 
Brookings-Madison,  Huron,  Mit- 
chell, Sioux  Falls  and  Whetstone 
Valley. 


YOUR 

CONTRIBUTION 
TO  THE 

SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT 
FUND 
IS  NEEDED 


Jerry  Walton,  M.D.,  Sioux  Falls, 
and  his  wife,  Pat,  participated  in 
the  musical  comedy  production, 
“Irene”  which  was  presented  as 
a benefit  by  the  Sioux  Valley 
Hospital  Auxiliary  in  Sioux  Falls. 

Hs  ifc  * * 

Karl  Wegner,  M.D.,  Dean  of  the 
USD  School  of  Medicine,  was  the 
guest  speaker  at  the  meeting  of 
the  Charter  Chapter  of  the  Amer- 
ican Business  Women’s  Associa- 
tion, held  in  Sioux  Falls. 

■I*  ¥ *1* 

Donald  Frost,  M.D.,  Sioux  Falls, 
was  re-elected  to  a two  year  term 
on  the  Sioux  Empire  Drug  Edu- 
cation Committee’s  Board  of  Di- 
rectors. 

:Jc 

Kenneth  Aspaas,  M.D.,  Sioux 
Falls,  spoke  on  the  physician’s 
role  in  detection  and  treatment 
of  the  hypertensive  patient  at  a 
community  education  program  on 
“Hypertension:  The  Silent  Killer” 
at  Sioux  Valley  Hospital,  Sioux 
Falls. 


L.  J.  Brookman,  M.D.,  long- 
time Vermillion  physician  died 
at  the  age  of  86.  Dr.  Brook- 
man  was  a graduate  of  the 
University  of  South  Dakota 
School  of  Medicine  and  re- 
ceived his  M.D.  degree  from 
Northwestern  University  in 
1915.  He  practiced  for  one 
year  in  Chicago  before  estab- 
lishing his  practice  in  Ver- 
million. 
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1:30  P.M.  9:00  A.M. 

Fri.,  Sat.,  October  7,  8,  1977 


COUNCIL  MEETING  MINUTES 


Howard  Johnson  Motor  Lodge 
Sioux  Falls,  South  Dakota 


The  meeting  was  called  to  order  by  Dr.  Bruce  Lush- 
bough,  Chairman,  at  1:30  p.m.  Those  present  for  roll  call 
were  Friday:  Doctors  James  Ryan,  Russell  Harris,  Joseph 
Hamm,  W.  R.  Taylor,  Bruce  Lushbough,  Winston  Odland, 
Fred  Leigh,  G.  Robert  Bartron,  R.  C.  Jahraus,  David 
Buchanan,  R.  G.  Gere,  W.  O.  Rossing,  Durward  Lang, 
P.  K.  Aspaas,  John  F.  Barlow,  Frank  Messner,  Roger 
Millea,  W.  E.  Jones,  A.  J.  Barrett,  R.  L.  Stiehl,  Eldon  Bell, 
Howard  Saylor  and  Michael  Rost.  Saturday:  Doctors 
James  Ryan,  Russell  Harris,  Joseph  Hamm,  W.  R.  Taylor, 
Bruce  Lushbough,  Winston  Odland,  Fred  Leigh,  David 
Buchanan,  R.  G.  Gere,  W.  O.  Rossing,  D.  L.  Ensberg, 
Durward  Lang,  P.  K.  Aspaas,  John  Barlow,  Frank 
Messner,  Roger  Millea,  W.  E.  Jones,  A.  J.  Barrett,  R.  L. 
Stiehl  and  Eldon  Bell.  Guests  in  attendance  were  Robert 
Chloupek,  M.D.;  R.  H.  Quinn,  M.D.;  Karl  Wegner,  M.D.; 
E.  H.  Heinrichs,  M.D.  and  T.  H.  Saltier,  M.D. 

Dr.  Leigh  moved  to  accept  the  minutes  of  the  previous 
meeting  as  published.  The  motion  was  seconded  and 
carried. 

Dr.  Lushbough  introduced  the  new  Councilor  in  attend- 
ance from  the  Yankton  District,  Dr.  Frank  Messner.  Dr. 
Harris  moved  that  the  Council  seat  Dr.  R.  G.  Gere  as 
the  Councilor  from  the  Mitchell  District  and  Dr.  Gordon 
Held  as  the  second  Councilor  from  the  Yankton  District. 
The  motion  was  seconded  and  carried. 

In  the  absence  of  Dr.  L.  W.  Finney,  Chairman  of  the 
Commission  on  Internal  Affairs,  Communications  and 
Liaison,  Dr.  Barlow  presented  the  report  to  the  Council. 

I.  REPORT  OF  THE  COMMISSION  ON  INTERNAL 
AFFAIRS,  COMMUNICATIONS  AND  LIAISON 

A.  REQUEST  FROM  STUDENTS  FOR  FUNDS  TO 
PURCHASE  VD  FILM. 

Dr.  Barlow  moved  to  accept  the  recommendation  of  the 
Commission  that  the  students  contact  the  State  Depart- 
ment of  Health  and  request  funding.  The  motion  was 
seconded  and  carried. 

B.  ASSOCIATION  AMENDED  BUDGET. 

Dr.  Leigh  moved  that  the  Council  accept  the  amended 
budget.  The  motion  was  seconded  and  carried. 

C.  REVISION  IN  PRESCRIPTION  BLANKS  TO  AL- 
LOW PHYSICIANS  TO  DESIGNATE  WHETHER  OR 
NOT  A GENERIC  DRUG  MAY  BE  USED. 

Pros  Cons 

1.  Requires  physician  2.  Not  specified  whether 

signature  to  allow  the  patient  realizes 

use  of  generic  drug  the  savings  or  the 

pharmacist. 

Dr.  Buchanan  moved  that  the  Council  accept  the  Com- 
mission's recommendation  to  approve  the  revised  prescrip- 
tion form.  The  motion  was  seconded  and  carried. 

D.  REQUEST  FROM  GREAT  PLAINS  LEGAL 
FOUNDATION  FOR  FINANCIAL  ASSISTANCE. 

Dr.  Bartron  moved  that  the  Council  accept  the  Com- 
mission’s recommendation  that  the  State  Medical  Asso- 
ciation not  provide  financial  support  to  this  organization 
inasmuch  as  physicians  may  do  so  individually. 

E.  ARBITRATION  OF  DISPUTES  BETWEEN  MEDI- 
CAL STAFFS  AND  HOSPITAL  BOARDS. 

Dr.  Buchanan  moved  that  the  Council  accept  the  recom- 
mendation of  the  Commission  that  legal,  binding 
arbitration  between  the  Medical  Association  and  Hospital 
Association,  as  such,  is  not  feasible:  however,  regular 
meetings  of  a mediation  panel  to  discuss  issues  common 
to  both  groups  and  to  air  differences  might  be  of  value; 
and  that  semi-annual  meetings  of  the  Association's  Execu- 


tive commission  and  the  representatives  of  the  Hospital 
Association,  as  a mediation  committee,  would  fulfill  the 
intent  of  the  resolution  from  the  House  of  Delegates. 
The  motion  was  seconded  and  carried. 


F.  REQUEST  FROM  THE  HEALTH  DEPARTMENT 
FOR  A CONTRACTUAL  AGREEMENT  WITH  THE 
SDSMA  TO  PAY  EXPENSES  TO  OUT  OF  STATE 
MEETINGS  OF  PHYSICIANS  REPRESENTING  THE 
EMS  PROGRAM. 


Cons 

1.  Association  legal 
counsel  has  not 
reviewed  this. 


Pros 

1.  Letters  from  the 
State  Finance  and 
Management  Depart- 
ment and  the  State 
Auditor  stating  this 
arrangement  would 
not  usurp  legislative 
intent  as  far  as 
they  are  concerned. 

Dr.  Hamm  moved  to  table  this  portion  of  the  Com- 
mission report.  The  motion  was  seconded  by  Dr.  Harris 
and  carried.  Dr.  Bartron  moved  to  suspend  the  rules 
for  the  purpose  of  rediscussing  this  matter.  The  motion 
was  seconded  and  carried.  Dr.  Bartron  moved  that  the 
Council  refer  this  matter  to  the  Association’s  legal 
counsel  for  an  opinion  and  recommendation  and  report 
to  the  Executive  Commission  for  their  decision.  The 
motion  was  seconded  and  carried. 

Dr.  Harris  moved  to  accept  the  report  of  the  Commission 
on  Internal  Affairs,  Communications  and  Liaison  as 
amended.  The  motion  was  seconded  and  carried. 

II.  REPORT  OF  THE  COMMISSION  ON  SCIENTIFIC 


MEDICINE.  In  the  absence  of  Dr.  James  Larson,  Chair- 
man of  the  Commission  on  Scientific  Medicine,  Dr.  James 
Ryan  presented  the  Commission’s  report. 

A.  ANNUAL  MEETING. 


Dr.  Ryan  moved  to  accept  the  recommendation  of  the 
Commission  and  approve  the  format  for  the  annual 
meeting  as  outlined.  The  motion  was  seconded  and 
carried. 

B.  PROBLEMS  INVOLVED  WITH  OPERATION  OF 
MENTAL  HEALTH  CENTERS  IN  SOUTH  DAKOTA. 

Dr.  Ryan  moved  that  the  Council  accept  the  recom- 
mendation of  the  Commission  that  a committee  of  the 
Medical  Association  meet  with  personnel  from  the  mental 
health  centers  in  eastern  South  Dakota  to  delineate  the 
problems  existing  between  psychologists  and  psychiatrists, 
and  amended  the  recommendation  to  make  this  committee 
the  Executive  Commission.  The  motion  was  seconded  and 
carried. 

C.  LAETRILE  POSITION  PAPER. 

POSITION  PAPER 

SOUTH  DAKOTA  STATE  MEDICAL  ASSOCIATION 
LAETRILE 

The  Commission  on  Scientific  Medicine  of  the  South 
Dakota  State  Medical  Association  has  reviewed  the  current 
medical  literature  as  well  as  documents  of  the  Department 
of  Health  Education,  and  Welfare  and  the  Food  and  Drug 
Administration  as  to  the  scientific  validity  of  the  literature 
surrounding  the  use  of  the  chemical  Laetrile. 

HISTORICAL  BACKGROUND:  Laetrile  or  amygdalin 
is  a trade  name  coined  by  its  developers  and  is  a spiritual 
descendent  of  a long  line  of  unproven  cancer  remedies  in- 
cluding such  old  time  favorities  as  turpentine  and  green 
frogs  and  such  Twentieth  Century  hoaxes  as  Krebiozen  and 
Harry  Hoxsey’s  herbal  remedy.  Laetrile  was  discovered  by 
accident  in  1920  during  an  attempt  to  improve  the  flavor 
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of  bootleg  whiskey.  Derived  mainly  from  crushed  apricot 
pits,  which  contains  traces  of  cyanide,  Laetrile  was  con- 
sidered too  toxic  for  human  use  by  its  discoverer.  Dr.  Ernest 
Krebs,  Sr.,  a California  physician.  After  his  son,  Ernest 
Krebs,  Jr.,  claimed  to  have  purified  it,  both  father  and  son 
advocated  Laetrile  as  an  effective  treatment  for  cancer. 
However,  the  scientific  literature  of  the  early  1950’s  failed  to 
support  the  claims  of  Laetrile  as  a cure  for  human  cancers 
and  the  Federal  Government,  through  the  FDA,  placed  a 
ban  on  its  importation  and  interstate  shipment  of  Laetrile  in 
1952.  In  1953,  the  Cancer  Commission  of  the  California 
State  Medical  Association  investigated  Laetrile  and  found  it 
ineffective. 

In  1965,  investigators  reporting  in  the  Canadian  Medical 
Association  Journal  found  that  formulations  of  Laetrile 
were  ineffective  in  cancer  treatment.  Between  1957  and 

1975,  the  National  Cancer  Institute  tested  Laetrile  in 
animals  on  five  different  occasions.  No  evidence  emerged 
that  Laetrile  was  effective  against  cancer.  Four  independent 
Cancer  Research  Centers  performed  additional  studies  in 
1975  with  the  same  results. 

The  most  comprehensive  series  of  tests  was  recently  com- 
pleted by  Sloan  Kettering  in  New  York  City.  From  1972  to 

1976,  approximately  37  experiments  were  conducted  using 
Laetrile  on  mouse  and  rat  tumors.  One  researcher  found 
evidence  suggesting  that  Laetrile  might  inhibit  the  spread  of 
tumors,  but  these  results  were  not  documented  on  repeated 
investigations  by  other  investigators.  In  all  other  animal 
trials  in  New  York’s  Cancer  Center,  Laetrile  neither  pro- 
longed life  or  reduced  tumor  size,  nor  checked  spread  of 
cancer.  The  major  source  of  illegal  Laetrile  in  the  United 
States  has  historically  been  Mexico. 

The  Mexican  Department  of  Health  banned  the  drug  in 
October  1976  after  Mexican  scientists  said  they  found  no 
evidence  that  the  compound  works  against  cancer. 

In  1970,  promotion  of  Laetrile  was  shifted  from  a cancer 
cure  to  correct  a vitamin  deficiency  disease.  Laetrile  was 
claimed  to  be  Vitamin  B17,  “the  missing  vitamin  needed  to 
prevent  and  cure  cancer.”  Scientific  evidence,  however,  in- 
dicates that  Laetrile  is  not  a vitamin.  No  disease,  including 
cancer,  has  been  associated  with  its  lack  in  any  animal.  It  is 
not  an  essential  nutritional  substance,  it  does  not  serve  a 
unique  bodily  function,  nor  indeed  any  bodily  function  at 
all.  Currently,  Laetrile  is  being  advocated  as  a portion  of  a 
“holistic”  approach  to  the  treatment  of  cancer,  which  may 
include  large  doses  of  Vitamin  C enzymes,  diet,  rest, 
exercise,  and  B17. 

SAFETY:  The  Laetrile  promoters  say  that  its  use  is 
harmless  and  that  patients  should  have  the  right  to  take  any 
substance  that  at  least  does  no  harm  even  if  it  is  not  effec- 
tive. Scientific  experience  with  Laetrile  is  growing,  and  we 
are  finding  that  it  is  not  harmless.  To  the  contrary,  we  are 
finding  that  Laetrile  is  a potentially  dangerous  substance, 
especially  in  its  oral  form.  Enzymes  present  in  the  human 
digestive  tract  can  break  down  the  drug  to  release  deadly 
cyanide.  There  have  been  37  cases  of  poisoning  reported 
from  Laetrile  and  cyanide  containing  kernels  collected  from 
the  United  States  and  at  least  six  other  countries.  In  addi- 
tion, as  well  as  the  acute  toxic  effects  of  the  drug,  chronic 
evidence  of  poisoning  has  been  accumulating.  Ample  evi- 
dence suggests  that  Laetrile  is  a toxic  material  which  is 
potentially  lethal  when  ingested  and  may  produce  adverse 
symptoms  when  injected.  Laetrile  is  produced  in  factories 
that  are  not  registered  with  the  U.  S.  Government  and  are 
not  inspected  by  the  Food  and  Drug  Administration.  There 
is,  therefore,  no  way  the  Government  or  prescribing  physi- 
cian is  sure  of  the  quality  and  purity  of  the  product  being 
imported  on  the  current  court  order  or  being  imported  il- 
legally. Tests  conducted  by  the  FDA  and  the  Stanford  Re- 
search Laboratories  and  other  laboratories  show  that  Laetrile 
now  being  brought  into  the  United  States,  whether  im- 
ported from  Mexico  or  made  elsewhere,  varies  widely  in  its 


ingredients,  quality,  and  purity.  These  tests  have  revealed 
serious  problems  of  adulteration,  decomposition  and  mis- 
branding, as  well  as  inconsistency  in  the  types  of  ingredients 
being  used. 

Variations  in  the  potency  of  the  drug  in  the  injectable  and 
in  the  tablet  form  have  been  inconsistent  to  the  point  that 
dosage  form  from  sample  to  sample  could  not  reach  any 
scientific  validity.  Of  even  more  threatening  nature  is 
analysis  of  ampules  imported  from  Mexico  which  showed 
evidence  of  microbial  contamination  which,  if  injected  into 
the  bloodstream,  could  cause  serious  illness. 

CURRENT  STATUS:  Current  efforts  in  the  legislation 
of  Laetrile  are  centered  on  the  “freedom  of  choice”  aspect 
to  the  consumer.  In  this  age  of  protection  of  the  consumer 
by  agencies  of  government  and  the  rather  militant  stand  of 
para  governmental  agencies  and  private  individuals  in  the 
protection  of  consumer  rights,  it  is  inconsistent  that  chal- 
lenges to  the  Food  and  Drug  Administration  continue  to 
come  from  interested  private  parties  for  the  legalization  of 
Laetrile.  The  safety  of  the  American  public  has  been  vested 
in  the  Food  and  Drug  Administration  since  Congress  en- 
acted the  First  Federal  law  against  false  claim  for  drugs  in 
1906.  It  was  at  that  time  that  false  claims  for  cancer  treat- 
ment led  Congress  to  enact  the  first  Federal  law.  Over  the 
years,  the  FDA  has  successfully  defended  the  American 
public  against  fraudulent  claims  and  unproven  treatments. 
During  this  time,  the  release  of  drugs  to  be  used  by  the 
American  public  has  been  subject  to  careful  and  strict 
documentation  of  scientific  evidence  which  attest  to  their 
value  before  they  are  allowed  for  release  for  consumption 
by  the  American  public.  Efforts  by  the  proponents  of  the 
Laetrile  movement  would  cause  the  FDA  to  abandon  this 
position  and  would  allow  the  use  of  this  chemical  by  anyone 
purportedly  for  the  cure  of  cancer. 

It  is  the  opinion  of  the  Commission  on  Scientific  Medi- 
cine that  Laetrile  has  not  fulfilled  the  criteria  with  scientific 
validity  to  be  released  for  use  by  the  American  public. 
What’s  more,  there  is  evidence  that  Laetrile  is  unsafe,  in- 
effective, potentially  harmful,  and  that  manufacturing 
standards  for  the  drugs  as  tested  in  the  United  States  make 
the  drug  unsafe.  While  we  accept  the  position  that  a 
physician  should  have  freedom  of  choice  in  treating  his 
patient  with  whatever  remedy  he  feels  might  be  of  benefit 
to  the  patient,  we  feel  that  reputable  physicians,  after  re- 
viewing the  scientific  evidence  surrounding  Laetrile,  would 
not  offer  this  to  their  patients  as  a feasible  alternative. 

Dr.  Jahraus  moved  to  accept  the  Laetrile  position  paper 
as  presented.  The  motion  was  seconded.  Dr.  Leigh  moved 
to  amend  the  motion  to  accept  the  Laetrile  position  paper 
deleting  the  last  paragraph.  The  motion  was  seconded  and 
carried.  The  motion  as  amended  carried.  (The  position 
as  adopted  is  printed  above  without  the  final  paragraph). 
Dr.  Buchanan  moved  that  the  Council  accept  the  re- 
mainder of  the  report  of  the  Commission  on  Scientific 
Medicine  and  the  report  as  amended.  The  motion  was 
seconded  and  carried. 

III.  REPORT  OF  THE  COMMISSION  ON  PROFESSION- 
AL LIBIALITY. 

MINUTES 

COMMISSION  ON  PROFESSIONAL  LIABILITY 
9:00  A.M.  Holiday  Inn  Downtown 

Saturday,  September  10,  1977  Sioux  Falls,  South  Dakota 
THIS  REPORT  IS  FOR  THE  INTERNAL  OPERATION 
OF  THE  COMMISSION  ON  PROFESSIONAL  LIABILI- 
TY AND  THE  INFORMATION  OF  THE  COUNCIL, 
AND  DOES  NOT  REQUIRE  ACTION  BY  THE  COUN- 
CIL ON  INDIVIDUAL  ITEMS. 

The  meeting  was  called  to  order  by  Michael  Rost,  M.D., 
Chairman.  Those  present  for  roll  call  were  Doctors  Michael 
Rost,  Glen  Shaurette,  Donald  Kelley,  J.  A.  Muggly,  Morris 
Radack,  G.  E.  Tracy  and  A.  A.  Lampert,  Jr.  Also  in  at- 
tendance were  Mr.  Jon  Roeder  of  The  St.  Paul  Companies 
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and  Dr.  Russell  Harris,  president  elect  of  the  Association. 

Inasmuch  as  the  minutes  of  the  previous  meeting  had 
been  distributed  to  the  Commission  members,  it  was  moved, 
seconded  and  carried  to  dispense  with  the  reading  of  the 
minutes  and  to  accept  them  as  published. 

The  first  item  of  business  considered  was  a presentation 
by  Mr.  Roeder.  He  reviewed  malpractice  trends  from  1975 
to  the  present  for  the  Commission’s  information.  He  stated 
that  in  South  Dakota  there  has  been  a decrease  in  the  num- 
ber of  cases  filed  for  the  first  six  months  of  1977  as  op- 
posed to  1976.  In  reviewing  the  experience  in  other  states, 
there  has  been  an  increase  in  cases  filed,  particularly  in  the 
South.  The  St.  Paul  Companies  research  indicates  the  great- 
est reason  for  malpractice  filings  is  a lack  of  communica- 
tion. They  are  encouraging  physicians  to  improve  patient 
education,  perhaps  by  utilizing  the  pre  and  post  test  proc- 
ess, to  assure  themselves  the  patient  understands  his  prob- 
lem and  the  treatment  which  will  be  rendered.  He  stated 
that  at  the  present  time  The  St.  Paul  Companies  is  showing 
a profit  for  the  state  of  South  Dakota,  and  if  this  trend 
continues,  the  physicians  can  expect  a favorable  premium 
adjustment  in  the  future.  Mr.  Roeder  also  stated  that  at  the 
present  time  medical  liability  problems  have  received  atten- 
tion from  Legislatures  and  the  public,  and  consequently  is 
no  longer  considered  a crisis  situation.  However,  legal 
liability  and  product  liability  are  showing  a great  in- 
crease in  case  filings  and  reaching  crisis  proportions.  The 
St.  Paul  Companies  is  producing  a program  directed  at 
loss  prevention  in  the  physician’s  office,  and  hopefully  this 
will  be  available  in  the  near  future. 

The  Commission  viewed  a slide  presentation  on  the 
Hospital  Risk  Management  Program  proposed  by  The  St. 
Paul  Companies.  Such  a program  would  establish  a Patient 
Safety  Director  in  each  hospital  who  would  work  with  the 
various  administrative  heads  of  the  hospital  for  the  pur- 
pose of  maintaining  records  on  incident  reports  received  and 
finding  ways  to  eliminate  opportunity  for  errors  which 
could  result  in  suits. 

The  Commission  discussed  the  possibility  of  establishing 
a physician  committee  to  work  with  The  St.  Paul  Com- 
panies to  review  claims  and  applicants  for  coverage.  Both 
the  Commission  members  and  the  representative  from  The 
St.  Paul  Companies  felt  it  may  be  possible  to  review  appli- 
cations from  physicians  who  are  renewing  their  coverage 
with  The  St.  Paul  Companies  when  such  applicant  has  been 
involved  in  a suit;  however,  it  would  be  most  difficult 
for  this  committee  to  review  new  applicants  coming  into 
the  state  inasmuch  as  there  would  be  no  basis  for  judging 
competence.  Before  such  a program  could  be  instituted, 
the  following  questions  would  have  to  be  resolved:  1) 
Coidd  a committee  of  the  Association  have  access  to  infor- 
mation regarding  suits  when  there  is  a contractual  agree- 
ment between  the  physician  and  the  insurance  company  not 
involving  the  State  Association?  2)  What  are  the  legal  rami- 
fications involved  with  confidentiality  of  information?  3) 
Would  this  Committee  review  applicant  renewals  of  physi- 
cians who  are  not  members  of  the  State  Association?  (4) 
What  basis  would  be  utilized  for  determining  physician 
competency?  It  was  noted  that  at  the  present  time  the  State 
Association  has  not  officially  endorsed  The  St.  Paul  Com- 
panies liability  coverage,  and  it  may  be  necessary  to  do  so 
before  a review  committee  could  be  implemented.  Such  en- 
dorsement would  not  exclude  other  insurance  companies 
from  providing  coverage  for  State  Association  members,  nor 
would  it  limit  The  St.  Paul  Companies  coverage  to  mem- 
bers of  the  State  Association  only.  Also,  such  committee 
could  make  recommendations  only  to  The  St.  Paul  Com- 
panies; however,  it  would  be  at  the  insurance  company’s 
discretion  to  determine  whether  or  not  to  accept  renewal 
for  an  applicant.  Dr.  Radack  moved  that  Dr.  Rost  appoint 
a subcommittee  to  study  this  question  and  report  to  the 
Commission  at  its  next  meeting.  The  motion  was  seconded 


by  Dr.  Muggly  and  carried.  Dr.  Rost  appointed  Dr.  Mug- 
gly.  Dr.  Tracy  and  himself  to  this  subcommittee.  The  Com- 
mission directed  the  executive  office  to  obtain  information 
from  the  Association  attorney  as  to  whether  or  not  the 
minutes  of  such  a review  committee  could  be  utilized  by 
attorneys  in  a malpractice  suit.  Mr.  Roeder  stated  he  would 
provide  information  on  the  Minnesota  Medical  Association’s 
review  program  for  the  subcommittee's  consideration. 

The  Commission  discussed  the  arbitration  mechanism 
which  has  been  established  for  physicians  and  hospitals  in 
South  Dakota.  Mr.  Johnson  stated  that  to  date  very  little 
interest  has  been  demonstrated  by  physicians  to  utilize 
this  program,  and  as  far  as  he  is  aware,  no  hospital  is 
utilizing  the  program.  The  Commission  directed  the  execu- 
tive office  to  obtain  information  from  other  states  which 
have  a voluntary  binding  arbitration  program  as  to  their 
experience  with  such  program.  Dr.  Tracy  moved  that  Mr. 
Dave  Gerdes,  State  Association  Attorney,  be  invited  to  at- 
tend the  next  meeting  of  the  Commission  to  again  discuss 
the  arbitration  program.  The  motion  was  seconded  by  Dr. 
Lampert  and  carried.  Mr.  Roeder  stated  it  was  his  under- 
standing the  American  Arbitration  Association  has  a slide 
presentation  regarding  arbitration,  and  the  Commission  di- 
rected that  the  executive  office  contact  them  and  book  this 
presentation  for  the  next  Commission  meeting  if  possible. 

For  the  information  of  the  Commission  members,  Dr. 
Radack  provided  copies  of  the  American  Surgical  Associ- 
ation Statement  on  Professional  Liability  which  appeared 
in  the  NEW  ENGLAND  JOURNAL  OF  MEDICINE. 

The  St.  Paul  Companies  announced  that  several 
meetings  would  be  held  in  South  Dakota  during  the  week 
of  October  24,  pertaining  to  St.  Paul’s  position  in  the  hos- 
pital liability  market  and  a new  approach  to  safety  pro- 
grams for  hospitals,  and  encouraged  members  of  the  State 
Medical  Association  to  attend. 

Dr.  Rost  thanked  Mr.  Roeder  for  his  presentation  and 
assistance  to  the  Commission  and  offered  the  Association’s 
cooperation  to  The  St.  Paul  Companies. 

The  meeting  adjourned  at  11:30  A.M. 

Dr.  Rost,  Chairman  of  the  Commission,  presented  this 
report  to  the  Council.  This  report  contained  no  recommen- 
dations for  the  Council’s  action,  but  was  presented  for 
their  information  to  keep  them  abreast  of  the  Commission’s 
activities. 

Dr.  Odland  moved  that  the  Council  accept  the  report  of 
the  Commission  on  Professional  Liability.  The  motion 
was  seconded  and  carried. 

IV.  REPORT  OF  THE  COMMISSION  ON  MEDICAL 
SERVICE.  Dr.  Saylor,  Chairman  of  the  Commission  pre- 
sented this  report  for  the  Council. 

A.  GRANT  PROPOSAL  TO  IMPROVE  MATERNAL 
AND  CHILD  HEALTH  CARE  FOR  INDIANS. 

Pros  Cons 

1.  Private  management  1.  The  use  of  nurse  practi- 

rather  than  govern-  tioners  and  medical  stu- 
ment  controlled.  dents  may  not  necessarily 

improve  care  for  the 
Indians. 

Dr.  Leigh  moved  that  the  Council  accept  the  recom- 
mendation of  the  Commission  to  endorse  this  grant  pro- 
posal. The  motion  was  seconded.  Vote:  7-For;  10-Op- 
posed.  Motion  failed. 

B.  GRANT  PROPOSAL  FROM  USD  MEDICAL 
SCHOOL  (AHEC). 

Dr.  Odland  moved  that  the  Council  accept  the  recom- 
mendation of  the  Commission  to  endorse  this  grant  pro- 
posal if  it  is  purely  educational  and  not  involved  in  the 
delivery  of  health  care.  The  motion  was  seconded  and 
carried. 

C.  RURAL  OUTREACH  PROGRAM— CIRCUIT  RID- 
ERS. 

Dr.  Hamm  moved  that  the  Council  accept  the  recom- 
mendation of  the  commission  that  any  such  program  be 
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considered  for  endorsement  on  an  individual  basis.  The 
motion  was  seconded  and  carried. 

D.  MOBILE  HEALTH  SCREENING  PROGRAM 
SPONSORED  BY  FARMLAND  INDUSTRIES. 

Dr.  Leigh  moved  that  the  Council  amend  the  recommen- 
dation of  the  Commission  to  state  that  the  South  Dakota 
State  Medical  Association  not  endorse  this  program.  The 
motion  was  seconded  and  carried. 

E.  INSPECTION  OF  HOSPITAL  RECORDS  BY  THE 
STATE  HEALTH  DEPARTMENT  FOR  THE  PUR- 
POSE OF  RELICENSING  THE  HOSPITAL.  The  Coun- 
cil reviewed  an  opinion  received  from  the  Association’s 
legal  counsel  concerning  such  inspections. 

Dr.  Leigh  moved  that  the  Council  contact  the  physi- 
cian originally  bringing  this  problem  to  the  Commission's 
attention  for  specific  information  in  writing  which  may 
be  considered  by  the  Council  for  appropriate  action.  The 
motion  was  seconded  and  carried.  Dr.  Ryan  moved  that 
the  Council  direct  communication  to  the  State  Depart- 
ment of  Health  requesting  that  they  confine  their  in- 
spection of  hospital  records  to  the  record  keeping  re- 
quirements as  specified  by  law.  The  motion  was  seconded 
and  carried. 

F.  RURAL  OUTREACH  PROGRAM— MINER-HAM- 
LIN  HEALTH  CARE  PROJECT. 


Cons 

The  physicians  in  Huron 
rejected  a request  for  the 
Bryant  community  to 
provide  medical  cover- 
age. 

Funded  through  federal 
monies. 


Pros 

1.  The  Howard  com-  1. 

munity  has  con- 
tracted with  the 
physicians  in  Madi- 
son to  provide  cov- 
erage. 2. 

2.  Detached  medical 
facilities  can  be  use- 
ful and  provide  qual- 
ity medical  care. 

Dr.  Leigh  moved  to  amend  the  recommendation  of  the 
Commission  to  state  the  Miner-Hamlin  Health  Care  Proj- 
ect is  not  the  appropriate  method  for  delivery  of  quality 
medical  care  to  the  people  in  the  Bryant  and  Howard 
areas  at  the  present  time.  The  motion  was  seconded  and 
failed.  Dr.  Bartron  moved  that  the  Council  accept  the 
action  of  the  physicians  in  Huron  to  reject  the  proposal 
from  the  Miner-Hamlin  Health  Care  Project  to  provide 
physician  coverage  in  Bryant.  The  motion  was  seconded 
and  carried. 

G.  DISEASE  REPORTING  SYSTEM. 

Dr.  Barrett  moved  that  the  Council  accept  the  recom- 
mendation of  the  Commission  that  the  SDSMA  not  op- 
pose the  proposed  disease  reporting  format. 

H.  STANDARDS  FOR  INTENSIVE  CARE  NURS- 
ERIES. 


Pros 

1.  Recommendations 
from  the  SD  Pedi- 
atric Society. 


Cons 

1.  Recommendations  from 
the  SD  Pediatric  Society 
are  open  for  individual 
interpretation. 

Dr.  Millea  moved  to  accept  the  recommendation  of 
the  Commission  that  the  SDSMA  recommend  imple- 
mentation of  the  recommendations  from  the  Pediatric 
Society  and  endorse  the  improvement  of  pediatric  care 
in  hospitals  in  a manner  commensurate  with  the  capabil- 
ities of  the  institution  and  the  providers.  The  motion  was 
seconded  and  carried.  Dr.  Barrett  moved  to  suspend  the 
rules  and  reconsider  this  matter.  The  motion  was  sec- 
onded and  carried.  Dr.  Barrett  moved  to  table  this  mat- 
ter. The  motion  was  seconded.  Vote:  9 — For;  6 — Op- 
posed. Motion  carried. 

I.  STANDARDIZED  BIRTH  AND  DEATH  CERTIFI- 
CATES. 

Dr.  Bartron  moved  that  the  Council  accept  the  recom- 
mendation of  the  Commission  that  the  SDSMA  not  ob- 
ject to  the  proposed  birth  and  death  certificates. 


J.  ALCOHOL  DETOXIFICATION  CENTERS. 

Dr.  Buchanan  moved  that  the  Council  accept  the  recom- 
mendation of  the  Commission  that  the  SDSMA  recog- 
nizes there  is  an  alcoholism  problem  in  South  Dakota, 
the  physicians  can  understand  the  department’s  concern 
and  the  Association  offers  its  cooperation  in  providing 
medical  consultation.  The  motion  was  seconded  and  car- 
ried. 

K.  GRANT  PROPOSAL  FOR  SIDS  PROJECT. 

Dr.  Millea  moved  that  the  Council  accept  the  recom- 
mendation of  the  Commission  to  deny  support  for  this 
grant  inasmuch  as  similar  studies  are  being  done  in  more 
populated  communities  in  the  United  States  and  these 
studies  should  be  received  before  any  further  action  is 
taken  in  this  regard. 

L.  INFORMATION  ON  GRANT  APPLICATIONS  FOR 
HMO’s. 

Dr.  Bell  moved  that  the  Council  receive  this  for  informa- 
tion. The  motion  was  seconded  and  carried. 

M.  RURAL  HEALTH  INITIATIVE  GRANT— 
MEDIX. 

Dr.  Hamm  moved  that  the  Council  accept  the  recom- 
mendation of  the  Commission  to  refer  this  matter  to  the 
South  Dakota  Board  of  Medical  and  Osteopathic  Ex- 
aminers for  their  review  with  special  consideration  to  the 
prescribing  practices  of  this  physician  assistant.  The  mo- 
tion was  seconded  and  carried. 

Dr.  Stiehl  moved  to  accept  the  report  of  the  Com- 
mission on  Medical  Service  as  amended.  The  motion  was 
seconded  and  carried.  Dr.  Saylor  briefly  discussed  the  in- 
volved work  of  the  Commission  and  suggested  holding  addi- 
tional meetings  of  this  Commission.  According  to  the  By- 
laws he  may  call  additional  meetings  of  the  Commission 
when  necessary;  however;  each  Commission  is  required  to 
meet  at  least  twice  each  year. 

V.  REPORT  OF  THE  COMMISSION  ON  LEGISLATION 
AND  GOVERNMENTAL  RELATIONS.  Dr.  Gere,  Chair- 
man of  the  Commission,  presented  the  report  for  the 
Council. 

A.  ADVANCED  LIFE  SUPPORT  PERSONNEL  LAW. 

Dr.  Ryan  moved  that  the  Council  accept  the  recommen- 
dation of  the  commission  that  the  SDSMA  endorse  the 
Advanced  Life  Support  Personnel  Law  with  the  under- 
standing that  this  act  or  its  interpretation  does  not  jeopar- 
dize or  destroy  ambulance  facilities  now  available  in  a 
community.  The  motion  was  seconded  and  carried. 

B.  REQUEST  FROM  HEALTH  DEPARTMENT  FOR 
SDSMA  TO  SPONSOR  LEGISLATION  RESCINDING 
SDCL  34-24-7.  (OPHTHALMIA  NEONATORUM). 

Dr.  Buchanan  moved  that  the  Council  accept  the  recom- 
mendation of  the  Commission  that  the  SDSMA  reaffirm 
its  previous  position  and  endorse  such  legislation.  The 
motion  was  seconded  and  carried. 

C.  NURSE  PRACTITIONERS. 

Dr.  Jones  moved  that  the  Council  accept  the  recom- 
mendation of  the  Commission  that  the  SDSMA  oppose 
any  legislation  which  allows  nurse  practitioners  to  pre- 
scribe. The  motion  was  seconded  and  carried.  Dr.  Lang 
moved  that  the  Council  notify  the  South  Dakota  Board 
of  Nursing  and  the  Joint  Practice  Commission  of  this  ac- 
tion. The  motion  was  seconded  and  carried.  Dr.  Harris 
moved  that  the  Council  refer  to  the  Commission  on 
Legislation  and  Governmental  Relations  the  matter  of 
reviewing  the  Nurse  Practitioner  Law  with  regard  to  pos- 
sible change  in  the  board  which  administers  this  law  to 
conform  to  the  Physician  Assistant  Law.  The  motion  was 
seconded  and  carried. 

D.  OPTOMETRY  LAW  (ALLOW  OPTOMETRISTS  TO 
USE  DIAGNOSTIC  AND  THERAPEUTIC  DRUGS) 

Dr.  Odland  moved  that  the  Council  accept  the  recom- 
mendation of  the  Commission  that  the  SDSMA  oppose 
any  change  in  the  Optometry  Law  which  would  allow 
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Optometrists  to  prescribe  and  use  diagnostic  and  thera- 
peutic drugs.  The  motion  was  endorsed  and  carried. 

E.  REVISED  CERTIFICATE  OF  NEED  LAW. 

Dr.  Millea  moved  that  the  Council  accept  the  recom- 
mendation of  the  Commission  that  the  SDSMA  oppose 
the  inclusion  of  physicians  in  the  Certificate  of  Need  bill 
and  utilize  all  resources  to  oppose  this  bill,  and  author- 
ize the  legislative  chairman  to  write  a letter  to  the  Health 
Department  expressing  strong  displeasure  with  regard  to 
the  lack  of  communications  on  this  subject.  The  motion 
was  seconded  and  carried. 

F.  HOSPITAL  RATE  REVIEW  LAW. 

Dr.  Harris  moved  that  the  Council  accept  the  recom- 
mendation of  the  Commission  that  the  SDSMA  strongly 
object  to  the  Hospital  Rate  Review  law  and  actively  op- 
pose this  in  the  1978  legislative  session.  The  motion  was 
seconded  and  carried. 

Dr.  Aspaas  moved  to  accept  the  report  of  the  Commission 
on  Legislation  and  Governmental  Relations  as  amended.  The 
motion  was  seconded  and  carried.  Dr.  Lang  moved  that 
the  Council  extend  its  thanks  to  Dr.  Gere  for  his  many 
years  of  service  as  chairman  of  this  Commission.  The  mo- 
tion was  seconded  and  carried. 

VI.  REPORT  OF  THE  EXECUTIVE  COMMISSION. 
Dr.  Ryan,  Chairman,  presented  this  report  for  the  Coun- 
cil's information. 

A.  NURSING  EDUCATION. 

Dr.  Ryan  moved  that  the  Council  accept  the  recommen- 
dation of  the  Commission  that  the  SDSMA  study  and 
reassess  the  methods  and  means  for  further  education 
of  nurses  to  identify  the  fields  or  areas  of  need,  as  well 
as  all  educational  fields  in  general;  that  this  study  and 
report  encompass  the  philosophy  of  section  10  of  the 
Principles  of  Medical  Ethics.  The  motion  was  seconded 
and  carried. 

B.  LIAISON  COMMITTEE  (MEDICAL  SCHOOL) 

Dr.  Bell  moved  that  the  president  of  the  SDSMA  appoint 
a physician  representative  to  the  Medical  School  Execu- 
tive Committee  who  will  report  to  the  Council.  The  mo- 
tion was  seconded  and  carried. 

C.  RECRUITMENT  OF  OSTEOPATHIC  PHYSICIANS 
FOR  MEMBERSHIP  IN  SDSMA. 

Dr.  Rartron  moved  that  The  Council  accept  the  recom- 
mendation of  the  Commission  that  the  SDSMA  actively 
recruit  osteopaths  for  membership  in  the  SDSMA.  The 
motion  was  seconded  and  carried. 

Dr.  Leigh  moved  that  the  Council  accept  the  report  of  the 
Executive  Commission.  The  motion  was  seconded  and 
carried. 

Dr.  Karl  Wegner,  Dean  of  the  School  of  Medicine,  brief- 
ly addressed  the  Council  with  regard  to  concerns  for  con- 
tinued adequate  financing  for  the  Medical  School.  He  stated 
the  inflationary  factor  has  caused  problems  for  the  School 
and  feels  they  may  have  to  look  more  towards  private 
foundations  for  additional  funds. 

The  Council  recessed  at  5:15  p.m.  and  reconvened  at 
9:00  a.m.  on  October  8. 

VII.  REPORT  OF  THE  SPECIAL  COMMITTEE  ON 
DEFINITION  OF  DEATH.  Dr.  Heinrichs,  Chairman,  pre- 
sented the  report  to  the  Council. 

REPORT  OF  THE  SPECIAL  COMMITTEE  OF  THE 
COUNCIL  ON  THE  DEFINITION  OF  DEATH 

The  Committee  met  on  September  14,  1977  in  Sioux 
Falls,  South  Dakota.  The  following  members  were  present: 
Doctors  B.  C.  Gerber,  E.  H.  Heinrichs,  and  Mr.  John  Sim- 
ko,  J.D.  Doctors  R.  B.  Henry  and  Patrick  McGreevy  were 
unable  to  attend  but  contributed  to  the  report  prior  to  its 
final  form. 

It  was  the  consensus  of  the  Committee  members  that  the 
term  “definition  of  death”  is  really  a misnomer  and  has,  in 
the  past,  contributed  to  misunderstanding.  The  Common 
Law  understands  that  “death  is  the  absence  of  life”,  and 


since  “life”  is  not  codified  in  the  statutes,  there  is  no  need 
to  define  “death”. 

However,  there  appears  a need  to  broaden  the  “procedures 
for  the  determination  of  death”  beyond  the  Common 
law  procedures  and  the  cardiovascular  functions  as  defined 
in  Black’s  Law  Dictionary.  The  reasons  are: 

1)  A legal  description  of  the  circumstances  under  which 
death  is  pronounced  appears  needed  by  the  courts.  Al- 
though death  is  a medical  and  philosophical  problem, 
it  is  frequently  also  a legal  question. 

2)  In  the  absence  of  legislative  directive,  the  courts  may 
enter  this  area  with  uncertainty  and  possible  confus- 
sion  with  contradictory  judgments  being  the  result. 

3)  In  tort  cases,  blatant  injustice  may  occur  with  often 
tremendous  monetary  expenses  involved,  (murder  con- 
victions overturned,  transplant  physicians  guilty  of 
manslaughter  and  resulting  in  civil  damages,  and  in- 
surance companies  taking  advantage  of  unsuspecting 
insurance  policyholders). 

4)  Timid  physicians  could  more  readily  use  broader  pro- 
cedures for  the  determination  of  death  and  would 
prevent  unnecessary  suffering  and  expenses,  as  well  as 
preserve  manpower  when  faced  with  patients  with 
irreversible  cessation  of  brain  function. 

The  push  for  some  statutory  rules  comes  basically  from 
States  Attorneys  who,  when  faced  with  a brain  death 
victim,  cannot  obtain  murder  convictions  since  the  patient 
is  not  dead  or,  if  life  support  is  withdrawn,  was  “killed” 
by  the  attending  physician.  It  should  be  pointed  out,  how- 
ever, that  the  States  Attorney  in  Minnehaha  County  had  to 
withdraw  a murder  charge  in  one  instance. 

The  South  Dakota  State  Medical  Association  has  no 
need  at  this  time  to  request  a change  of  the  statute  because 
the  physicians  have  not  encountered  real  problems,  even 
with  occasional  transplant  procedures.  It  is  therefore  recom- 
mended that: 

the  South  Dakota  State  Medical  Association  does  not 

propose  a “Definition  of  Death”  or  “Procedures  for  the 

Determination  of  Death”  statute  in  the  Legislature. 

On  the  other  side,  in  view  of  the  activities  in  the  Legisla- 
tive Research  Council  and  the  mood  of  States  Attorneys,  as 
well  as  the  general  trend  of  the  public  in  this  matter,  it  ap- 
pears very  likely  that  a piece  of  legislation  will  appear  dur- 
ing the  next  legislature.  (Two  years  ago,  there  was  already 
a bill  along  this  line  proposed.) 

Due  to  the  fact  that  in  the  majority  of  deaths  a physician 
will  be  involved,  such  legislation  is  of  great  interest  to 
physicians,  and  the  South  Dakota  State  Medical  Associ- 
ation must  have  a yardstick  to  judge  the  individual  piece 
or  pieces  of  proposed  legislation. 

After  extensive  discussion,  this  Committee  recommends 
that  the  following  items  be  reviewed  in  all  upcoming  bills: 

1)  There  should  be  no  legal  definition  of  death. 

2)  Any  act  should  deal  with  the  death  of  a person — -and 
not  direct  the  ultimate  concern  toward  a particular 
organ. 

3)  A sharp  break  with  the  past  should  be  avoided  by 
retaining  the  traditional  procedures. 

4)  The  focus  should  be  on  functions  of  certain  systems 
and  no  description  of  specific  examinations,  tests, 
or  techniques  should  be  given  since  they  may 
change. 

5)  The  procedures  should  be  uniform  for  all  persons, 
and  no  different  standards  should  be  proposed  for 
potential  organ  donors. 

6)  The  physicians  attending  a donor  or  certifying  his 
death  should  not  participate  in  transplant  proce- 
dures (See  Anatomical  Gift  Act). 

7)  The  Procedure  Act  should  be  broad  enough  to  allow 
flexibility  and  be  brief,  concise,  and  clear. 

8)  In  case  of  a brain  death,  a consultant  should  be  re- 
quired to  protect  the  attending  physician  and  to 
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avoid  hasty  pronouncements  of  death.  This  should 
not  necessarily  be  a specialist  in  any  field. 

9)  A reference  to  time  (e.g.  Death  will  have  occurred  at 
the  time  when  the  relevant  functions  ceased”)  is 
superfluous  and  probably  not  desirable. 

10)  An  excuse  from  liability  of  the  physician  for  acts 
based  on  the  determination  of  death  appears  not 
necessary  but  should  be  left  in  if  offered  by  the 
sponsors  of  a bill.  (This  is  proposed  by  the  National 
Conference  on  Uniform  State  Laws.) 

11)  A clarification  of  the  status  of  the  coroner’s  role  with- 
in this  Act  should  be  included. 

This  Committee  recommends  therefore  that: 

The  South  Dakota  State  Medical  Association  judges  up- 
coming proposed  legislation  on  Procedures  for  the 
Determination  of  Death  by  the  above  eleven  char- 
acteristics. 

As  an  illustration  of  the  Committee’s  thoughts  for  a 
possible  bill,  we  submit  a sample  bill  based  basically  on 
California  Law.  (Addendum  A,  B)  which  fulfills  all  cri- 
teria mentioned  above. 

Finally,  this  Committee  would  like  to  be  instructed,  if  the 
Council  wishes  to  have  a similar  review  of  the  “Living 
Will”  legislation.  This  was  not  within  the  scope  of  this 
Committee  but  is  closely  related  to  it.  Furthermore,  as  of 
June  13,  1977,  forty  states  had  some  activity  on  this  legisla- 
tive front.  The  Legislative  Research  Council  is  not  review- 
ing this  topic,  but  several  organizations  in  the  state  are 
drumming  up  support.  Since  one  can  expect  proposals  in 
the  Legislature  along  this  line,  this  Committee  would  be 
willing  to  review  the  issue  for  the  Council. 

ADDENDUM  A— LEGISLATIVE  EXAMPLE 

1 PROCEDURES  FOR  THE  TERMINATION  OF 
DEATH— ACT 

2 A person  shall  be  pronounced  dead  if  it  is 

3 determined  by  a physician  licensed  or  exempt  from 

4 licensing  under  Chapter  36-4  that  this  person  has 

5 suffered  a total  and  irreversible  cessation  of 

6 brain  function.  There  shall  be  independent  con- 

7 firmation  of  the  death  by  another  physician 

8 licensed  or  exempt  from  licensing  under  Chapter 

9 36-4. 

10  Nothing  in  this  chapter  shall  prohibit  a physician 

11  licensed  or  exempt  from  licensing  under  Chapter 

12  36-4  from  using  other  usual  and  customary  pro- 

13  cedures  for  determining  death  as  the  exclusive  basis 

14  for  pronouncing  a person  dead. 

15  Nothing  in  this  chapter  shall  prohibit  a coroner 

16  in  the  absence  of  a physician  licensed  or  exempt 

17  from  licensing  under  chapter  36-4  from  making  the 

18  medical  certificate  in  accordance  with  SDCL  34-25-21; 

19  but  in  no  event  shall  any  person  other  than  a phy- 

20  sician  licensed  or  exempt  from  licensing  under 

21  Chapter  36-4  determine  death  as  a result  of 

22  cessation  of  brain  function. 

ADDENDUM  B— “HOUSECLEANING”  PROPOSAL- 
AMENDMENT  TO  THE  UNIFORM  ANATOMICAL 
GIFT  ACT,  SECTION  7,  (2) 

((  ))  means  deleted  material 

(((  )))  means  new  material  to  be  added 

Section  7,  (2) 

1 The  time  of  death  shall  be  determined  by  a physician 

2 who  attends  the  donor  at  his  death;  or;  if  none; 

3 the  physician  who  certifies  the  death. 

4 ((The  physician))  (((Any  physician  who  participates 

5 in  determination  or  certifies  the  death)))  shall 

6 not  participate  in  the  procedures  for  removing  or 

7 transplanting  a part. 

A.  DEFINITION  OF  DEATH. 

Dr.  Aspaas  moved  that  the  Council  accept  the  report  of 
the  special  committee  concerning  definition  of  death  and 
procedures  for  the  determination  of  death.  The  motion 


was  seconded  and  carried.  Dr.  Odland  moved  that  the 
SDSMA  provide  this  paper  to  the  Legislative  Research 
Council  for  their  information  and  consideration.  The 
motion  was  seconded  and  carried. 

B.  LIVING  WILL. 

The  Council  directed  this  same  special  committee,  chaired 
by  Dr.  Heinrichs,  to  study  the  Living  Will  and  report  to 
the  Council  at  their  next  meeting. 

VIII.  REPORT  ON  THE  MEDICAL  SCHOOL  CON- 
TINUING MEDICAL  EDUCATION  ACCREDITATION 
VISIT.  Dr.  Quinn  stated  this  accreditation  visit  will  be  in 
late  October.  The  Medical  School  is  attempting  to  plan 
continuing  education  courses  based  on  information  provided 
from  hospitals  as  to  the  areas  needed.  This  is  the  first  ac- 
creditation visit  for  the  School  and  for  the  national  com- 
mittee doing  the  accreditation.  The  council  accepted  this 
report  for  information. 

IX.  MANDATORY  RABIES  VACCINATION.  Dr.  Chlou- 
pek  provided  background  information  to  the  Council  on  the 
reasons  for  the  suggested  change  in  state  statute. 

Dr.  Bell  moved  that  the  SDSMA  endorse  and  support  legis- 
lation requiring  mandatory  rabies  vaccinations  for  all  do- 
mestic carnivores.  The  motion  was  seconded  and  carried. 

X.  HOSPITAL  EMPLOYMENT  OF  PHYSICIANS.  The 
Council  reviewed  a letter  from  the  Association’s  legal  coun- 
sel which  indicated  that  he  is  unable  to  give  an  opinion 
concerning  this  subject  without  considering  each  instance 
on  an  individual  basis  and  having  specific  information.  The 
Council  accepted  this  report  for  information. 

XI.  REPORT  ON  THE  SOUTH  DAKOTA  TUBERCULO- 
SIS ASSOCIATION  FILM  PROGRAM.  This  matter,  which 
had  been  called  to  the  Council’s  attention  by  the  Watertown 
District  because  of  changes  in  the  program,  has  been 
resolved  through  meetings  with  the  Health  Department  and 
physicians  in  the  Watertown  area.  The  Council  accepted 
this  report  for  information. 

XII.  REPURCHASE  OF  THE  PREVIOUS  ASSOCIATION 
BUILDING.  Mr.  Johnson  and  Dr.  Hamm  reported  on  their 
review  of  the  proposal  to  repurchase  this  building  and  their 
concerns  with  regard  to  the  building’s  state  of  disrepair 
and  the  Association’s  tax  exempt  status.  The  Council  ac- 
cepted this  report  for  information. 

XIII.  EXPANSION  OF  EXECUTIVE  OFFICE  STAFF 
AND  ACTIVITIES.  Mr.  Johnson  introduced  Jerry  Maginn 
who  is  coordinator  of  socio-economic  affairs,  the  new 
position  funded  by  the  dues  increase  passed  by  the  House  of 
Delegates.  In  addition  to  this  position,  another  secretary 
has  been  hired.  This  was  accepted  by  the  Council  for  infor- 
mation. 

XIV.  HONORARY  LIFE  MEMBERSHIP  FOR  C.  M. 
KERSHNER,  M.D. 

Dr.  Bell  moved  that  the  SDSMA  name  Dr.  C.  M.  Kersh- 
ner  an  honorary  life  member  of  the  State  Medical  Associ- 
ation. The  motion  was  seconded  by  Dr.  Hamm  and  carried. 

XV.  SODAPAC  BOARD  OF  DIRECTORS.  Mr.  Johnson 
reported  that  the  SoDaPAC  Board  met  and  submitted  the 
names  of  Dr.  Richard  Porter  and  Dr.  Harvard  Lewis  for 
appointment  to  the  Board.  The  Board  has  proposed  several 
changes  in  Bylaws  and  in  accordance  with  those  changes 
will  submit  a complete  slate  for  appointment  to  the  Board 
to  the  Council  at  their  January  meeting. 

Dr.  Buchanan  moved  that  the  Council  appoint  Dr.  Richard 
Porter  and  Dr.  Harvard  Lewis  to  the  SoDaPAC  Board  of 
Directors.  The  motion  was  seconded  and  carried. 

XVI.  NOMINATIONS  FOR  APPOINTMENT  TO  THE 
AMA  COUNCIL  ON  LEGISLATION  AND  THE  AMA 
AD  HOC  COMMITTEE  ON  HEALTH  PLANNING. 
These  are  two  vacancies  to  be  filled.  The  Council  took  no 
action  to  submit  nominations  to  the  AMA  for  considera- 
tion. 

XVII.  PHYSICIANS  SERVING  WITH  CHIROPRAC- 
TORS ON  COMMITTEES.  Dr.  Bell  discussed  the  con- 
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cerns  of  physicians  in  the  Whetstone  Valley  District  when 
a physician  serves  on  a subarea  health  council  with  a 
chiropractor  and  both  are  designated  as  providers.  The 
Council  consensus  was  that  in  order  to  have  input  into 
these  planning  councils,  physicians  must  participate,  and  in- 
asmuch as  direct  patient  care  is  not  involved,  there  would 
be  no  conflict  with  the  physicians  ethics. 

XVIII.  REQUEST  FOR  CONTRIBUTION  FOR  GOV- 
ERNOR’S TEENAGE  TRAFFIC  SAFETY  CONFER- 
ENCE. 

Dr.  Millea  moved  that  the  SDSMA  not  contribute  to 
help  underwrite  the  expenses  for  the  governor’s  teenage 
traffic  safety  conference.  The  motion  was  seconded  and 
carried. 

XIX.  NORTH  CENTRAL  MEDICAL  CONFERENCE. 
Mr.  Johnson  announced  the  North  Central  Medical  Con- 
ference would  be  held  November  4,  5,  6,  1977,  at  the 
Radisson  South,  Bloomington,  Minnesota,  and  encouraged 
members  of  the  Council  to  attend. 

XX.  NATIONAL  HEALTH  INSURANCE  HEARINGS. 
Mr.  Johnson  announced  the  National  Health  Insurance 
hearings  in  South  Dakota  are  scheduled  for  October  1 1 in 
Rapid  City,  and  October  13  in  Sioux  Falls.  Dr.  Ryan  ap- 
pointed Dr.  Russell  Harris  and  Dr.  Joseph  Hamm  to  pre- 
sent the  Association’s  position  in  Rapid  City  and  Dr.  Bruce 
Lushbough  and  Dr.  Duane  Reaney  in  Sioux  Falls. 

XXL  AVAILABILITY  OF  AMA  ATTORNEY  SPEAK- 
ERS. Mr.  Johnson  stated  that  attorney  speakers  from  the 
AMA  are  available  to  speak  at  district  medical  society 
meetings  on  the  following  subjects:  1)  the  parameters  of 
physician  advertising,  2)  current  trends  in  medical  mal- 
practice litigation,  3)  legal  aspects  of  hospital-staff  rela- 
tionships, 4)  the  business-legal  affairs  of  medical  organiza- 
tions, 5)  legal  aspects  of  physician-patient  relations,  6) 
current  anti-trust  legislation.  The  Council  directed  the  execu- 
tive office  to  provide  this  information  to  the  district  presi- 
dents and  secretaries. 

XXII.  REPORT  OF  THE  LONG  RANGE  PLANNING 
COMMITTEE.  This  report  was  presented  by  Dr.  Ryan  and 
Dr.  T.  H.  Sattler,  Chairman  of  the  Committee. 

A.  HOSPITAL  ASSOCIATION  REPRESENTATIVE 
SEATED  ON  THE  COUNCIL. 

Dr.  Odland  moved  that  the  Council  reject  the  proposal 
of  the  Long  Range  Planning  Committee  that  a represen- 
tative of  the  Hospital  Association  be  seated  on  the  Coun- 
cil; at  this  time  this  concept  is  inappropriate.  The  motion 
was  seconded  and  carried. 

B.  LONG  RANGE  PLAN  FOR  DELIVERY  OF  MED- 
ICAL CARE  IN  SOUTH  DAKOTA. 

Dr.  Odland  moved  that  the  SDSMA  through  the  Long 
Range  Planning  Committee  and  other  commissions  and 
committees,  formulate  in  writing  a long  range  plan  for 
medical  care  in  South  Dakota.  The  motion  was  seconded 
and  carried. 

Dr.  Bell  moved  that  the  Council  accept  the  report  of  the 
Long  Range  Planning  Committee  as  amended.  The  mo- 
tion was  seconded  and  carried. 

XXIII.  REPORT  OF  THE  GRADUATE  MEDICAL  EDU- 
CATION AD  HOC  COMMITTEE.  Dr.  Sattler  reviewed 
the  report  for  the  Councilors’  information. 

REPORT 

AD  HOC  COMMITTEE  ON  GRADUATE  MEDICAL 
EDUCATION  IN  SOUTH  DAKOTA 

Preface 

On  December  16,  1976,  the  Commission  on  Legislation 
and  Governmental  Relations  of  the  South  Dakota  State 
Medical  Association  met  and  reviewed  the  status  of  the 
primary  care  residency  bill.  Because  of  the  many  divergent 
opinions  with  regard  to  the  drafting  of  this  bill,  the  Com- 
mission recommended  to  the  Council  of  the  South  Dakota 
State  Medical  Association  that  an  ad  hoc  committee  be 


appointed,  such  committee  to  meet  with  the  various  groups 
involved  in  the  primary  care  residency  program  and  repre- 
sentatives from  the  Medical  School,  in  an  attempt  to  re- 
solve differences  so  an  acceptable  program  could  be  de- 
veloped. The  Executive  Commission  acted  as  the  ad  hoc 
committee  and  reviewed  proposed  legislation  drafted  by  the 
Legislative  Committee  of  the  South  Dakota  Academy  of 
Family  Physicians.  This  bill  was  then  submitted  to  the 
Council  of  the  South  Dakota  State  Medical  Association 
along  with  a request  for  endorsement.  The  Council  voted  to 
endorse  the  bill  provided  one  section  was  deleted.  This  was 
done  and  Senate  Bill  No.  158,  which  was  subsequently 
introduced  into  and  passed  by  the  1977  Legislature,  appro- 
priated $100,000  for  primary  care  residency  positions  in  the 
state  of  South  Dakota  only  for  graduates  of  the  University 
of  South  Dakota  School  of  Medicine  or  for  persons  who 
were  legal  residents  of  the  state  of  South  Dakota  prior  to 
their  attending  an  out-of-state  medical  school. 

In  an  effort  to  establish  a unified  approach  and  con- 
tinuity in  the  development  and  funding  of  primary  care 
residency  programs  in  South  Dakota,  the  Council  took  ac- 
tion to  form  an  Ad  Hoc  Committee  on  Graduate  Medical 
Education  to  be  appointed  by  the  president  of  the  South 
Dakota  State  Medical  Association,  such  appointees  to  be 
representative  from  the  Board  of  Regents,  the  Legislative 
(preferably  the  Appropriations  Committee),  the  South  Da- 
kota Academy  of  Family/Physicians,  the  South  Dakota 
State  Medical  Associations,  the  Medical  School,  the  South 
Dakota  Hospital  Association  and  another  primary  care 
discipline  other  than  family  practice. 

Introduction 

The  Ad  Hoc  Committee  on  Graduate  Medical  Educa- 
tion was  formed  in  March  1977,  and  has  met  in  the  three 
afternoon  sessions  in  Sioux  Falls;  those  meeting  dates  being 
Friday,  March  26;  Saturday,  May  21;  and  Saturday,  July  16. 
The  members  of  this  committee  and  the  organizations 
represented  are  as  follows: 

1)  L.  H.  Amundson,  M.D. — University  of  South  Dakota 

School  of  Medicine 

2)  Richard  Friess,  M.D. — South  Dakota  Academy  of 

Family  Physicians 

3)  M.  G.  Mutch,  M.D. — South  Dakota  State  Medical 

Association 

4)  Senator  Henry  Poppen — South  Dakota  Legislature, 

Appropriations  Committee 

5)  Mr.  G.  S.  Sjobeck — South  Dakota  Hospital  Associa- 

tion 

6)  T.  H.  Sattler,  M.D. — Primary  care  discipline  other 

than  family  practice 

7)  Mr.  David  Morrill — Board  of  Regents 

The  charge  for  this  Committee  was  to  study  the  immedi- 
ate and  long-term  needs  of  graduate  medical  education  in 
South  Dakota  and  formulate  a proposal  for  submission  to 
the  South  Dakota  Legislature,  particularly  to  determine  the 
need  for  residency  programs  in  South  Dakota  and  the 
means  for  funding  such  programs. 

The  Committee  studied  a great  deal  of  background  ma- 
terial and  met  personally  with  representatives  of  the 
various  operational  and  proposed  residency  programs  to 
gain  an  understanding  of  the  functions  of  such  programs  at 
the  present  time  and  that  projected  for  the  future  to  enable 
this  Committee  to  develop  recommendations  with  regard 
to  residency  programs  which  will  be  in  the  best  interest  of 
the  citizens  of  South  Dakota. 

Background 

At  the  present  time  in  South  Dakota  there  are  five 
residency  programs.  The  program  of  longest  duration  is  the 
surgery  residency  started  in  the  1950’s  in  Yankton.  This 
program  became  hospital  based  at  Sacred  Heart  exclu- 
sively in  1968,  and  is  a five  year  program  with  a total 
of  eleven  residents  in  training  at  Sacred  Heart  Hospital  in 
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Yankton  with  rotations  through  the  Veterans  Administration 
Hospital  in  Sioux  Falls.  There  are  ten  residents  in  the  first 
four  years  of  the  program  and  one  in  the  fifth  and  final 
year. 

A pathology  residency  has  been  operational  through 
Sioux  Valley  Hospital.  Sioux  Falls,  for  a number  of  years. 
This  is  a four  year  program  and  has  two  residents  in  train- 
ing. 

Sacred  Heart  Hospital.  Yankton,  has  an  obstetrics- 
gynecology  residency  which  became  operational  in  1970. 
This  is  a four  year  program  with  four  residents  in  training 
and  utilizes  Sacred  Heart  Hospital  with  rotations  through 
an  Indian  reservation  hospital. 

Under  the  sponsorship  of  McKennan  and  Sioux  Valley 
Hospitals  in  Sioux  Falls  the  Family  Practice  Residency  pro- 
gram was  established  in  1973.  This  three  year  program  cur- 
rently has  eight  residents  in  training  for  each  of  the  three 
years  for  a total  of  twenty-four.  Plans  are  to  expand  this 
program  in  1978  to  twelve  residents  in  each  of  the  three 
years  in  Sioux  Falls,  and  in  the  future  an  additional  eight 
first  year  residents  in  Sioux  Falls  with  these  eight  addition- 
al residents  spending  their  second  and  third  years  in  Rapid 
City  and  Aberdeen,  four  in  each  location,  for  a total  of 
twenty  residents  in  each  of  the  three  years  for  a grand  to- 
tal of  sixty. 

An  internal  medicine  residency  was  established  in  1975 
utilizing  Sacred  Heart  Hospital,  Yankton,  and  the  Vet- 
erans Administration  Hospital  in  Sioux  Falls.  This  is  a three 
year  program  with  a total  of  eleven  residents  in  training 
currently  and  proposed  expansion  to  five  residents  in  each 
of  three  years  for  a total  of  fifteen.  Of  these  residents, 
those  directly  enrolled  in  the  Veterans  Administration  pro- 
gram will  be  funded  through  a Veterans  Administration 
grant. 

In  addition  to  these  residency  programs,  McKennan 
and  Sioux  Valley  Hospitals,  Sioux  Falls,  each  sponsor  a 
one  year  flexible  residency  which  is  designed  to  afford  those 
students  who  will  be  entering  highly  specified  fields  an  op- 
portunity for  one  year  of  general  rotating  hospital  practice, 
or  for  those  who  are  undecided  as  to  the  specialty  field 
which  they  will  pursue. 

Of  the  five  residency  programs  now  operational,  four  are 
affiliated  with  the  University  of  South  Dakota  School  of 
Medicine  and  the  fifth,  the  Family  Practice  Residency,  is 
taking  steps  toward  affiliation.  The  Committee  recognizes 
the  contributions  made  by  residents  in  the  teaching  of 
medical  students  and  feels  this  is  a most  important  benefit 
provided  by  residency  programs  in  South  Dakota.  The  Uni- 
versity does  not  operate  any  residency  programs  per  se  but 
encourages  and  assists  the  establishment  of  these  programs 
in  an  effort  to  provide  a continuum  of  medical  education. 
The  national  trend  is  towards  residency  programs  being 
affiliated  with  Medical  Schools  (15,303  are  affiliated;  809 
are  not  affiliated).  An  affiliation  agreement  implies  that  the 
Medical  School  participates  in  and  shares  in  the  decisions 
regarding: 

1)  the  procedure  for  accepting  a physician  into  the  resi- 
dency program 

2)  the  development  of  the  faculty  (including  the  director) 
for  the  training  program 

3)  the  development  of  the  program  curriculum 

4)  the  evaluation  of  trainees  and  approving  certificates 
of  completion  of  training  which  indicates  the  physician 
is  eligible  to  become  a candidate  for  his  respective 
specialty  board. 

Assessing  the  Needs 

The  Committee  studied  reports  and  statistics  provided 
from  previous  surveys  including: 

I )  Primary  Care  Physician  Needs  for  South  Dakota — 
1985;  Department  of  Community  and  Family  Medi- 
cine. USD  School  of  Medicine,  L.  H.  Amundson, 
M.D.,  August  1974. 


2)  Data  on  South  Dakota  Physicians;  South  Dakota  De- 
partment of  Health,  April  1976. 

3)  Sioux  Valley  Hospital  Staff  Physician  Survey  and  Proj- 
ected Needs;  Lyle  Schroeder,  September  1974. 

4)  Age  Classification  of  Physicians  in  South  Dakota  in 
Various  Specialties;  South  Dakota  State  Board  of 
Medical  and  Osteopathic  Examiners,  June  1977. 

These  reports  are  attached  and  do  substantiate  the  need 
for  primary  care  physicians  in  South  Dakota.  South  Da- 
kota consistently  has  ranked  at  the  bottom  of  the  states  in 
physician  to  patient  ratio.  The  data  shows  South  Dakota’s 
ratio  for  general  or  family  practitioners  to  patients  is  ap- 
proximately 1:3100,  and  ideally  the  ratio  should  be  1:2500 
or  even  1:2000  based  on  statistics  from  other  industrialized 
nations  -having  a comparable  health  care  delivery  system. 

Particular  note  should  be  made  of  the  physicians  classi- 
fied by  age  and  specialty.  Over  50  percent  of  those  in  sur- 
gery and  obstetrics-gynecology  are  over  age  55,  and  the 
other  primary  care  specialties  also  have  a high  percentage 
over  age  55.  This  indicates  that  South  Dakota  not  only  needs 
additional  primary  care  physicians  to  attain  the  national 
average,  but  also  will  need  additional  primary  care  physi- 
cians to  replace  the  many  who  will  be  leaving  active  prac- 
tice within  the  next  ten  to  twenty  years. 

Although  South  Dakota  is  primarily  a rural  state  and  the 
need  for  physicians  in  rural  communities  is  widely  known 
and  accepted,  the  Sioux  Valley  Hospital  Staff  Survey  clear- 
ly indicates  a need  for  primary  care  specialty  physicians 
even  in  the  state’s  largest  city,  Sioux  Falls. 

Financing 

The  Committee  reviewed  information  regarding  the  fund- 
ing of  these  residency  programs. 

The  experience  nationally  for  Family  Practice  Residen- 
cies is  that  it  costs  from  $30,000  to  $45,00  per  year  per 
resident.  These  costs  are  defrayed  as  follows: 

1)  patient  charges  (fee  for  service)  (20%-33%) 

2)  hospital  subsidy  (33  % -45 % ) 

3)  other  funding  (State,  Federal,  private  foundation 
grants)  (33%) 

In  South  Dakota  the  average  cost  for  training  residents  in 
the  Family  Practice  Residency  program  is  $30,000  to  $35,- 
000  per  year  per  resident.  These  costs  are  defrayed  as 
follows: 

J)  patient  charges  (fee  for  service) 

2)  hospital  subsidy 

3)  special  funding  provided  by  the  South  Dakota  Legis- 
lature— $100,000  (this  has  been  available  for  the  past 
two  years) 

4)  USD  School  of  Medicine  (rent,  teaching  stipends) 

For  twenty-seven  months  the  Department  of  Health,  Edu- 
cation and  Welfare  did  provide  “start  up”  grant  monies; 
however,  this  course  of  funding  expired  in  June  1976. 

The  other  primary  care  residency  programs  which  are 
hospital  based  operate  at  an  approximate  cost  of  $20,000 
per  resident  per  year.  These  costs  are  defrayed  as  follows: 

1)  contracted  services  other  than  in  the  hospital  where 
the  residency  is  based  (eg.  Indian  Health  Service) 

2)  special  funding  provided  by  the  South  Dakota  Legisla- 
ture ($100,000  State  support) 

3)  patient  charges  from  the  hospital  where  the  residency 
is  based  or  Federal  funds  in  the  case  of  the  Veterans 
Administration  Hospital  based  residencies. 

It  was  noted  that  regulatory  agencies  are  placing  ever- 
increasing  pressures  on  these  programs  to  expand  to  full 
capacity,  thus  making  the  program  more  viable.  While  this 
is  being  done  and  each  program  is  improving,  at  the  same 
time  the  financial  burden  on  the  sponsoring  institution 
increases.  Third  party  payors,  such  as  Medicare  and 
Blue  Cross  are  applying  more  stringent  reimbursement 
regulations.  Such  regulations  may  limit  the  monies  available 
for  residency  programs  through  patient  charges,  resulting  in 
a need  for  State  or  other  Federal  funding.  Also,  at  the 
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present  time,  with  the  emphasis  on  cost  containment,  it  is 
feared  hospitals  may  be  pressured  to  cut  back  on  educa- 
tional programs  in  an  effort  to  continue  providing  increased 
patient  services  at  no  additional  increase  in  cost  for  this 
care. 

Looking  to  the  future  it  appears  that  cost  containment 
and  inflation  will  continue  to  be  important  factors  for  con- 
sideration when  providing  for  the  financing  of  such  resi- 
dency programs,  and  it  will  be  necessary  to  have  State 
and/or  Federal  funding  in  order  to  continue  providing 
viable  programs  in  South  Dakota. 

Recommendations 

Following  a comprehensive  study  of  the  history  of 
residency  programs  in  South  Dakota,  the  current  status  of 
these  programs  and  the  projections  for  program  expansion 
and  development,  the  Ad  Hoc  Committee  on  Graduate 
Medical  Education  submits  the  following  recommendations: 

1)  This  Committee  should  be  authorized  to  act  on  a 
continuing  basis  in  an  advisory  and  control  capacity 
with  regard  to  recommending  residency  slots  in 
South  Dakota,  the  types  of  programs,  the  number  of 
programs,  the  locations  for  such  programs  and  if  they 
should  be  eligible  for  consideration  to  receive  State 
funding. 

2)  State  funding  should  be  established  at  $10,000  per 
year  per  resident.  On  a capitation  basis  for  those  resi- 
dents who  are  legal  residents  of  South  Dakota  and 
include  those  residents  from  within  a 75  mile  radius 
of  the  South  Dakota  border;  this  would  approximate 
$250,000  for  the  FY  1979. 

3)  State  funding  should  be  considered  for  the  following 
number  of  probable  residents  in  the  residency  pro* 
grams  as  listed  for  the  FY  1979: 

Primary  Care  Programs 

a)  Family  Practice  Residency,  Sioux  Falls — 28  (8- 
8-8  increasing  to  12-12-12) 

b)  Internal  Medicine,  Sacred  Heart  Hospital,  Yank- 
ton— 6 (two  per  year  in  Yankton  for  a three 
year  program)  (Veterans  Administration  pro- 
gram will  be  largely  self-supporting  through 
Veterans  Administration  grants) 

c)  Obstetrics-Gynecology,  Yankton  & Indian  Res- 
ervation Hospital — 4 (one  per  year  in  Yankton 
for  a four  year  program) 

The  Committee  reviewed  the  needs  of  South  Dakota  for 
replacement  and  additional  medical  manpower  in  general 
surgery  and  recommends  that  state  funding  support  five 
positions,  one  in  each  of  the  five  years  of  the  program. 
The  Committee  recognizes  the  substantial  contribution  to 
direct  primary  care  made  by  general  surgery  when  making 
this  recommendation. 

a)  Surgery,  Yankton  & Veterans  Administration  Hos- 
pital, Sioux  Falls — 5 (one  per  year  in  Yankton  for 
a five  year  program). 

The  Committee  considered  the  Pathology  Residency  pro- 
gram in  Sioux  Falls;  however,  it  was  determined  this  pro- 
gram is  too  far  removed  from  direct  patient  care  to  be 
considered  as  a primary  care  discipline.  The  Committee  rec- 
ognized and  approved  the  expansion  of  the  Family  Practice 
program  to  twenty  residents  per  year  for  a total  of  sixty  and 
recognized  that  a Pediatric  Residency  program  has  been 
considered  and  is  in  the  development  stages  at  the  present 
time. 

Summary 

After  reviewing  the  residency  programs,  the  need  for 
additional  primary  care  physicians  in  South  Dakota  and  the 
funds  available  to  support  these  programs,  the  Committee 
carefully  assessed  all  information  and  made  its  recom- 
mendations. It  is  the  Committee’s  feeling  that  the  imple- 
mentation of  these  recommendations  will  greatly  benefit 
the  people  of  South  Dakota  and  continue  to  advance  the 
quality  and  availablity  of  medical  care  in  our  state. 


The  Committee  cannot  over-emphasize  the  value  of  these 
programs  to  the  entire  state  of  South  Dakota  and  feels  that 
state  support  of  these  programs  is  certainly  justified  since 
it  is  not  just  the  patients  of  Sioux  Valley,  McKennan  or 
Sacred  Heart  Hospitals  and  eventually  Rapid  City  Regional 
and  Aberdeen  Hospitals  who  will  benefit  from  these  pro- 
grams, but  in  fact  all  persons  of  the  state  will  benefit  as 
recently  seen  by  the  placement  of  residents  from  these 
programs  in  small  rural  communities  such  as  Beresford 
and  Gregory. 

Pros  Cons 

1.  1.  Pathology  residency  program  is 

the  only  one  not  recommended  for 
funding. 

2.  Original  intent  was  to  cover  pro- 
grams in  “primary  care”.  This  re- 
port changes  it  to  “direct  patient 

care” 

3.  There  is  no  demonstrated  need  for 
general  surgery  residencies. 

4.  Not  all  residency  programs  are 
affiliated  with  the  Medical  School. 

Dr.  Harris  moved  that  the  Council  amend  the  report  of  the 
Ad  Hoc  Committee  on  Graduate  Medical  Education  to  in- 
clude a recommendation  that  the  residency  in  Pathology  in 
the  state  of  South  Dakota  be  considered  for  funding  inas- 
much as  it  is  a useful  and  important  residency  program  in 
South  Dakota.  The  motion  was  seconded  and  carried.  Dr. 
Millea  moved  that  the  SDSMA  recommend  that  only  those 
residency  programs  affiliated  with  the  L1SD  School  of  Medi- 
cine be  considered  for  funding  by  the  state  legislature.  The 
motion  was  seconded  and  carried.  Dr.  Harris  moved  that 
the  SDSMA  not  draft  nor  introduce  legislation  for  the 
funding  of  residency  programs  as  outlined  in  this  amended 
report  but  endorse  such  legislation  if  introduced  by  others. 
The  motion  was  seconded  and  carried.  Dr.  Odland  move 
that  the  SDSMA  disseminate  the  amended  report  to  those 
persons  interested  and  involved  in  the  funding  of  these 
residency  programs.  The  motion  was  seconded  and  carried. 
XXIV.  REPORT  OF  THE  LIAISON  COMMITTEE 
MEETING  WITH  REPRESENTATIVES  OF  THE  MEDI- 
CAL SCHOOL.  Dr.  Harris,  a member  of  the  Liaison  Com- 
mittee, presented  this  report  for  the  Councilors’  information. 
This  meeting  involved  discussions  on  the  tuition  waiver 
agreement  for  USD  Medical  School  students.  The  students 
signing  this  agreement  have  $3,500  of  their  annual  tuition 
waived,  such  amount  to  be  forgiven  upon  return  to  South 
Dakota  to  practice  medicine.  The  Liaison  Committee  recom- 
mended to  the  Board  of  Regents  that  provision  be  made 
to  forgive  any  tuition  to  medical  students  who  are  disabled 
or  who  die  during  their  years  of  education. 

Dr.  Millea  moved  that  the  Council  accept  this  report.  The 
motion  was  seconded  and  carried. 

Mr.  lohnson  announced  the  next  Council  meeting  is 
scheduled  for  Saturday,  January  7,  in  Sioux  Falls. 

The  meeting  adjourned  at  12:00  noon. 
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REMEMBER  THE  ENDOWMENT  ASSOCIATION! 


Name  the  South  Dakota  Medical  School  Endowment 

Association  as  the  beneficiary  of  a life 

insurance  policy 


Your  contributions 
and  assistance  will 
benefit  the  USD  School 
of  Medicine  and  its 
students. 


South  Dakota  Medical  School  Endowment  Association 
608  West  Avenue,  North 
Sioux  Falls,  SD  57104 
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LABORATORY  AIDS 


Sponsored  by  the  South  Dakota  Society  of  Pathologists 


DIRECT  OXYGEN  SATURATION 
MEASUREMENT 

VERSUS  CALCULATED  MEASUREMENT 

In  most  laboratories  oxygen  saturation  is  deter- 
mined as  a calculated  result  derived  from  p02  and 
pH  values.  However,  direct  measurements  of  oxygen 
saturation  have  recently  become  available  and  are 
an  important  addition  in  several  areas. 

For  patients  who  have  p02  values  above  the 
range  of  65  torr,  small  changes  in  oxygen  saturation 
occur  with  relatively  large  changes  in  p02  because 
of  flatness  of  the  oxygen  dissocation  curve  in  this 
region.  Since  most  patients  have  fallen  into  this 
range  or  above  for  p02  values,  direct  oxygen  satura- 
tion in  these  patients  has  not  been  critical.  How- 
ever, for  patients  with  p02  values  below  this  range, 
as  is  often  seen  in  the  critical  neonatal  nursery, 
small  changes  in  p02  values  are  associated  with 
large  changes  in  oxygen  saturation.  Since  this  latter 
value  is  critical  and  since  the  calculated  02  satura- 
tions from  p02  and  pH  values  can  often  be  con- 
siderably in  error  and  different  from  the  direct  meas- 
urement of  02  saturation,  it  is  particularly  in  this 
type  of  patient  that  direct  oxygen  saturation  values 
are  important. 

Another  group  of  patients  in  whom  direct  oxygen 
saturation  measurements  are  clinically  significant  are 
those  patients  who  have  a considerable  portion  of 
their  hemoglobin  either  in  the  form  of  methemo- 
globin  or  carboxyhemoglobin.  Methemoglobinemia 
can  be  secondary  to  drug  ingestion  or  of  a con- 
genital origin  whereas  carboxyhemoglobin  occurs  in 
smoke  inhalation.  A calculated  oxygen  saturation 
from  the  p02  in  these  patients  would  give  a falsely 
high  value  for  the  oxygen  saturation  but  a direct 
measurement  taking  into  consideration  the  carboxy- 
hemoglobin and  mcthemoglobin  fractions  will  in- 
dicate the  true  status  of  the  patient.  The  reason  for 
this  is  that  carboxyhemoglobin  and  methemoglobin 
are  not  able  to  carry  oxygen  and  the  patient  is 
functionally  anemic  even  though  the  total  hemo- 
globin may  appear  to  be  within  normal  range. 

An  additional  value  of  some  of  the  newer  instru- 
ments is  that  carboxyhemoglobin  and  methemo- 
globin values  can  be  read  directly  from  the  instru- 
ment. 

John  F.  Barlow,  M.D. 

Pathologist 


DESCRIPTION  Each  tablet  of  PERC0CET®-5  con- 
tains 5mg  oxycodone  hydrochloride  (WARNING: 
May  be  habit  forming),  325mg  acetaminophen 
(APAP). 

INDICATIONS  For  the  relief  of  moderate  to  moder- 
ately severe  pain. 

CONTRAINDICATIONS  Hypersensitivity  to  oxyco- 
done or  acetaminophen. 

WARNINGS  Drug  Dependence  Oxycodone  can  pro- 
duce drug  dependence  of  the  morphine  type  and, 
therefore,  has  the  potential  for  being  abused.  Psy- 
chic dependence,  physical  dependence  and  toler- 
ance may  develop  upon  repeated  administration  of 
PERC0CET®-5,  and  it  should  be  prescribed  and 
administered  with  the  same  degree  of  caution 
appropriate  to  the  use  of  other  oral  narcotic-contain- 
ing medications.  Like  other  narcotic-containing 
medications,  PERC0CET®-5  is  subject  to  the  Federal 
Controlled  Substances  Act. 

Usage  in  ambulatory  patients  Oxycodone  may 
impair  the  mental  and/or  physical  abilities  required 
for  the  performance  of  potentially  hazardous  tasks 
such  as  driving  a car  or  operating  machinery.  The 
patient  using  PERC0CET®-5  should  be  cautioned 
accordingly. 

Interaction  with  other  central  nervous  system 
depressants  Patients  receiving  other  narcotic  anal- 
gesics, general  anesthetics,  phenothiazines,  other 
tranquilizers,  sedative-hypnotics  or  other  CNS 
depressants  (including  alcohol)  concomitantly  with 
PERC0CtT®-5  may  exhibit  an  additive  CNS  depres- 
sion When  such  combined  therapy  is  contempla- 
ted, the  dose  of  one  or  both  agents  should  be 
reduced. 

Usage  in  pregnancy  Safe  use  in  pregnancy  has  not 
been  established  relative  to  possible  adverse  effects 
on  fetal  development  Therefore,  PERC0CET®-5 
should  not  be  used  in  pregnant  women  unless,  in 
the  judgment  of  the  physician,  the  potential  benefits 
outweigh  the  possible  hazards. 

Usage  in  children  PERC0CET®-5  should  not  be 
administered  to  children. 

PRECAUTIONS  Head  injury  and  increased  intra- 
cranial pressure  The  respiratory  depressant  effects 
of  narcotics  and  their  capacity  to  elevate  cerebro- 
spinal fluid  pressure  may  be  markedly  exaggerated 
in  the  presence  of  head  injury,  other  intracranial 
lesions  or  a pre-existing  increase  in  intracranial 
pressure.  Furthermore,  narcotics  produce  adverse 
reactions  which  may  obscure  the  clinical  course  of 
patients  with  head  injuries. 

Acute  abdominal  conditions  The  administration  of 
PERC0CET®-5  or  other  narcotics  may  obscure  the 
diagnosis  or  clinical  course  in  patients  with  acute 
abdominal  conditions. 

Special  risk  patients  PERC0CET®-5  should  be 
given  with  caution  to  certain  patients  such  as  the 
elderly  or  debilitated,  and  those  with  severe  impair- 
ment of  hepatic  or  renal  function,  hypothyroidism, 
Addison  s disease,  and  prostatic  hypertrophy  or 
urethral  stricture. 

ADVERSE  REACTIONS  The  most  frequently 
observed  adverse  reactions  include  light-headed- 
ness, dizziness,  sedation,  nausea  and  vomiting. 
These  effects  seem  to  be  more  prominent  in  ambu- 
latory than  in  nonambulatory  patients,  and  some  of 
these  adverse  reactions  may  be  alleviated  if  the 
patient  lies  down. 

Other  adverse  reactions  include  euphoria,  dys- 
phoria, constipation,  skin  rash  and  pruritus. 

DOSAGE  AND  ADMINISTRATION  Dosage  should  be 
adjusted  according  to  the  severity  of  the  pain  and 
the  response  of  the  patient.  It  may  occasionally  be 
necessary  to  exceed  the  usual  dosage  recom- 
mended below  in  cases  of  more  severe  pain  or  in 
those  patients  who  have  become  tolerant  to  the 
analgesic  effect  of  narcotics  PERC0CET®-5  is  given 
orally.  The  usual  adult  dose  is  one  tablet  every  6 
hours  as  needed  for  pain. 

DRUG  INTERACTIONS  The  CNS  depressant  effects 
of  PERC0CET®-5  may  be  additive  with  that  of  other 
CNS  depressants.  See  WARNINGS. 

DEA  Order  Form  Required. 


£ndo  Inc. 

Manati.  Puerto  Rico  00701 
Subsidiary  of  Endo  Laboratories,  Inc. 
Subsidiary  of  the  DuPont  Company 


November  1977  EDO  14#P 

SOUTH 


DAKOTA 


44 


FOR  MODERATE  TO  MODERATELY  SEVERE  PAIN 


Acetaminophen 
with  the  narcotic 
difference 


Reliable  oral  narcotic  analgesia aspirin  free 


The  narcotic  component  in  PERCOCET,£l-5 
is  oxycodone,  which  is  readily  absorbed  and  provides 
dependable  oral  analgesia  — usually  within  15  to 
30  minutes.  Oxycodone  can  produce  drug  depend- 
ence of  the  morphine  type  and  should  be  prescribed 
with  the  same  degree  of  caution  appropriate  to  the 
use  of  other  narcotic-containing  medications. 


Acetaminophen  is  a non-narcotic  analgesic 
widely  used  for  aspirin-sensitive  patients.  Equivalent 
to  aspirin  in  analgesia,  it  complements  the  pain  relief 
provided  by  oxycodone. 

The  usual  dose  of  PERCOCET R -5  is  one 
tablet  every  six  hours,  providing  convenience  and 
economy  for  your  patients.  PERCOCET*-5  is  ideally 
suited  for  your  patients  with  aspirin  sensitivity, 
with  hemostatic  disturbance,  with  peptic  ulcer  or  on 
anticoagulation  therapy. 


Tablets 


Percocet-5 


each  scored  tablet  contains  5 mg  oxycodone  HCI 
(WARNING:  may  be  habit  forming)  and  325  mg 
acetaminophen 

When  aspirin  is 
contraindicated. 


£ndo  Inc. 

Manati,  Puerto  Rico  00701 
Subsidiary  of  Endo  Laboratories,  Inc. 
Subsidiary  of  the  DuPont  Company 


<OTNJ> 


PERCOCET®  is  a registered  trademark  of  Endo  Inc. 

Please  see  facing  page  for  Brief  Summary  of  prescribing  information. 


INDEX  TO  VOLUME  XXX 
BY  TITLE,  SUBJECT  AND  AUTHOR 


Month  Page 


Month 


A 


Adrian,  Barton 

Third  Year  at  USD  School  of  Medicine, 
The 

Adrian,  Lois  Larson 

Attitudes  and  Concerns  of  Medical 
Students 

Adrian,  Lois  Larson 
Grief:  A Case  Report 
William  C.  Fuller,  M.D. 

Aesculapius  Award  Recipients 
AMA  Uncovers  Inaccuracies  in  HEW 
Report  (Economics) 

Amundson,  Loren,  M.D. 

Three  Score  and  Ten,  A History  of  the 
University  of  South  Dakota  School  of 
Medicine  1907-1977 
Cedric  C.  Cummins,  Ph.  D. 

Athletic  Physicals  (A  Report  for  the 
South  Dakota  Chapter  of  the  American 
Academy  of  Family  Physicians) 

Earl  Kemp,  M.D. 

Larry  Sittner,  M.D. 
lerry  Walton,  M.D. 

Attitudes  and  Concerns  of  Medical  Students 
Lois  Larson  Adrian 


B 


Barlow,  lohn  F.,  M.D. 

Cliniocopathological  Conference 
Boade,  W.  A.,  M.D. 

O'Brien,  Peter,  M.D. 

Seventy-Five  Year  Old  Female  With 
Chest  Pain  and  Dyspnea 
Lee,  Si  Gaph,  M.D. 

Yecha,  David,  M.D. 

Twenty-Two  Year  Old  Woman  With 
Severe  Postpartum  Hemorrhage 
Bucy,  Christine,  M.D. 

Fifty-Two  Year  Old  Female  With  Sud- 
den Onset  of  Right  Lower  Quadrant 
Pain 

Hogrefe,  Louis,  M.D. 

Sixty  Year  Old  Man  With  Sudden 
Onset  of  Fever  and  Coma 
Talley,  Robert  C.,  M.D. 

Twenty-Six  Year  Old  Woman  with 
Premature  Ventricular  Contractions 
and  Diagnostic  Auscultatory  and  Echo- 
cardiographic  Findings 
Wycoff,  Kevin  K.,  M.D. 

Seventy-Five  Year  Old  Caucasian 
Male  With  laundice  and  Back  Pain 
Malm,  lohn,  M.D. 

Sixty-Five  Year  Old  Caucasian  Male 
With  Fever  and  Chest  Pain  for  8-10 
Days 

laqua,  R.  A.,  M.D. 

Van  Es,  G„  M.D. 

Forty-Five  Year  Old  Caucasian  Male 
With  Progressive  Renal  Abnormality 
Miller,  James,  M.D. 

Nice,  Richard,  M.D. 

Some  Diagnostic  Problems  in  Lesions 
of  Bone  and  loint 


April  29 
April  17 

April  81 
Aug.  45 

July  33 

April  39 


Barlow,  John  F.,  M.D. 

Primary  Reticulum  Cell  Sarcoma  (Histi- 
ocytic Lymphoma)  of  the  Cervix 
Milton  G.  Mutch,  M.D.  Dec. 

Benson,  Gail  M.,  M.D. 

Spinal  Curvature  in  Children:  Screening 
and  Treatment  Jan. 

Boade,  W.  A.,  M.D. 

Clinicopathological  Conference 
Seventy-Five  Year  Old  Female  With 
Chest  Pain  and  Dyspnea 
John  F.  Barlow,  M.D. 

Peter  O'Brien,  M.D.  Jan. 

Brief  Overview  of  the  Minnesota  Multiphasic 
Personality  Inventory  and  Its  Application  to 
Medicine  and  Psychology,  A 

David  H.  Hylland,  Ed.  D.  Nov. 

Bucy,  Christine,  M.D. 

Clinicopathological  Conference 

Fifty-Two  Year  Old  Female  With  Sudden 

Onset  of  Right  Lower  Quadrant  Pain 

John  F.  Barlow,  M.D.  March 


Dec. 

19 

Call  for  Abstracts 

April 

17 

July — p.  22,  Aug. — p.  46 
Clerkships  at  Brookings 
Bernie  Hunhoff 

C 


April 


Jan.  21 


Feb.  27 


Clinicopathological  Conference 

Seventy-Five  Year  Old  Female  With  Chest 
Pain  and  Dyspnea 
John  F.  Barlow,  M.D. 

W.  A.  Boade,  M.D. 

Peter  O’  Brien,  M.D.  Jan. 

Twenty-Two  Year  Old  Woman  With 
Severe  Postpartum  Hemorrhage 
John  F.  Barlow,  M.D. 

Si  Gaph  Lee,  M.D. 

David  Yecha,  M.D.  Feb. 


Fifty-Two  Year  Old  Female  With  Sudden 
Onset  of  Right  Lower  Quadrant  Pain 
March  5 John  F Barlow,  M.D. 

Christine  Bucy,  M.D.  March 

May  29  Sixty  Year  Old  Man  With  Sudden  Onset 

of  Fever  and  Coma 
John  F.  Barlow,  M.D. 

Louis  Hogrefe,  M.D.  May 


June  9 

July  5 

Sept.  23 

Oct.  17 

Nov.  29 


Twenty-Six  Year  Old  Woman  With  Pre- 
mature Ventricular  Contractions  and 
Diagnostic  Auscultatory  and  Echocardio- 
graphic  Findings 
John  F.  Barlow,  M.D. 

Robert  C.  Talley,  M.D.  June 

Seventy-Five  Year  Old  Caucasian  Male 
With  Jaundice  and  Back  Pain 
John  F.  Barlow,  M.D. 

Kevin  K.  Wycoff,  M.D.  July 

Sixty-Five  Year  Old  Caucasian  Male 
With  Fever  and  Chest  Pain  for  8-10 
Days 

John  F.  Barlow,  M.D. 

John  Malm,  M.D.  Sept. 


Page 


7 

5 


21 


19 


5 


69 


21 


27 


5 


29 


9 


5 


23 


46 


SOUTH 


DAKOTA 


Month  Page 


Month  Page 


Forty-Five  Year  Old  Caucasian  Male 
With  Progressive  Renal  Abnormality 
John  F.  Barlow,  M.D. 

R.  A.  Jaqua,  M.D. 

G.  Van  Es,  M.D.  Oct. 

Some  Diagnostic  Problems  in  Lesions  of 

Bone  and  Joint 

John  F.  Barlow,  M.D. 

James  Miller,  M.D. 


Richard  Nice,  M.D.  Nov. 

Come  Fly  With  Me 

William  J.  Morton,  M.D.  Feb. 

Community  Service  Award  Recipients  Aug. 

Continuing  Medical  Education  Requirement 

for  SDSMA  Membership  July 

Council  Meeting  Minutes 

March — p.  32,  July — p.  28,  Aug. — p.  8, 

Dec. — p.  34 

Cummins,  Cedric  C.,  Ph.D. 


Three  Score  and  Ten,  A History  of  the 
University  of  South  Dakota  School  of 
Medicine  1907-1977 

Loren  Amundson,  M.D.  April 

D 

Distinguished  Service  Award  Recipients  Aug. 

Duimstra,  Fred,  M.D. 

Left  Liver  Lobe  Gall  Bladder 

R.  E.  Greenfield,  M.D.  Oct. 


E 

Economics 

AMA  Uncovers  Inaccuracies  in  HEW 


Report  July 

Editorial 

Graduate  Medical  Education  in  South 
Dakota 

Robert  H.  Quinn,  M.D.  Sept. 

Introduction  from  the  Editor 

R.  E.  Van  Demark,  M.D.  April 

Letter  from  the  Dean 

Karl  Wegner,  M.D.  April 

National  Health  Insurance 

J.  H.  Sullivan,  M.D.  Oct. 

F 

Fifty  Year  Club  Members  Aug. 

Flora,  George  C.,  M.D. 

Problem  Solving  in  Diagnostics  and 
Therapeutics  of  Neurology 


Lecture  #15 — The  Treatment  of  Seizure 


Disorders  Jan. 

Lecture  #16 — The  Treatment  of  “Chemo- 
philia”  Feb. 

Lecture  #17 — Treatment  of  “Stroke”  March 

Lecture  #18 — Treatment  of  Multiple 
Sclerosis  May 


Lecture  #19 — Treatment  of  Dyskinesias 

June 

29 

Lecture  #20 — Treatment  of  Confusion 

July 

27 

Lecture  #21 — Treatment  of  “Complaints” 

Sept. 

15 

Lecture  #22 — Treatment  of  “Falling” 

Oct. 

27 

Lecture  #23 — Treatment  of  Organic 
Psychosis 

Nov. 

7 

Lecture  #24 — Neurological  Emergencies 

Dec. 

15 

Fuller,  William  C.,  M.D. 
Grief:  A Case  Report 
Lois  Larson  Adrian 

April 

81 

Fuller,  William  C„  M.D. 

Pain:  Current  Concepts  and  Management 
A.  Dale  Gulledge,  M.D. 

Cecilia  M.  Roberts,  Ph.  D. 

Feb. 

9 

Future  Meetings  Listing 

Jan.,  Feb.,  March,  May.  June,  July,  Aug., 
Sept.,  Oct.,  Nov.,  Dec. — p.  2,  April — 
88 

P- 

G 

Graduate  Medical  Education  in  South 
Dakota  (Editorial) 

Robert  H.  Quinn,  M.D. 

Sept. 

29 

Grau,  Thomas 

A Senior  Elective  in  Internal  Medicine 

April 

75 

Greenfield.  R.  E.,  M.D. 

Left  Liver  Lobe  Gall  Bladder 
Fred  Duimstra,  M.D. 

Oct. 

7 

Grief:  A Case  Report 
Lois  Larson  Adrian 
William  C.  Fuller,  M.D. 

April 

81 

Gross,  H.  Phil,  M.D. 

Hypotensive  Anesthesia  in  Total  Hip 
Replacement 

March 

27 

Gulledge,  A.  Dale,  M.D. 

Pain:  Current  Concepts  and  Management 
William  C.  Fuller,  M.D. 

Cecilia  M.  Roberts,  Ph.D. 

Feb. 

9 

H 

Henry,  Robert  B.,  M.D. 

Symptomatic  Familial  Meckel’s  Divertic- 
ulum: Two  Case  Reports  and  Literature 
Joseph  M.  Primrose,  M.D. 

May 

7 

Hogrefe,  Louis,  M.D. 

Clinicopathological  Conference 
Sixty  Year  Old  Man  With  Sudden  Onset 
of  Fever  and  Coma 
John  F.  Barlow,  M.D. 

May 

29 

House  of  Delegates  Minutes 
Aug. — 12 

Huber,  Tom 

Why  Practice  in  South  Dakota? 

April 

33 

Hunhoff,  Bernie 

Clerkships  at  Brookings 

April 

69 

Hylland,  David  H.,  Ed.  D. 

A Brief  Overview  of  the  Minnesota 
Multiphasic  Personality  Inventory  and 
Its  Application  to  Medicine  and  Psychol- 
ogy 

Nov. 

19 

17 

29 

44 

45 

13 

39 

45 

7 

33 

29 

7 

8 

34 

45 

15 

21 

17 

21 


DECEMBER  1977 


47 


Month  Page 


Month  Page 


Hypotensive  Anesthesia  in  Total  Hip 
Replacement 


H.  Phil  Gross,  M.D. 

March 

27 

Hypotensive  Effects  of  Sodium  Nitro- 
prusside  in  Intracranial  Surgery 

Don  R.  Salmon,  M.D. 

June 

23 

I 

Index  to  Volume  XXX 
Introduction  from  the  Editor 
(Editorial) 

Dec. 

46 

R.  E.  Van  Demark,  M.D. 

April 

7 

J 


Jaqua,  R.  A.,  M.D. 


Clinicopathological  Conference 
Forty-Five  Year  Old  Caucasian  Male 
With  Progressive  Renal  Abnormality 
John  F.  Barlow,  M.D. 

G.  Van  Es,  M.D. 

Oct. 

17 

Junior  Preceptorship  in  Huron 

Larry  LeMaster 

April 

73 

K 

Kemp,  Earl,  M.D. 

Athletic  Physicals  (A  Report  for  the 
South  Dakota  Chapter  of  the  American 
Academy  of  Family  Physicians) 

Larry  Sittner,  M.D. 

Jerry  Walton,  M.D.  Dec.  19 

L 

Laboratory  Aids 

South  Dakota  Pathology  Society  Page 
Jan. — p.  11,  Feb. — p.  18,  March — p.  16, 

April — p.  87,  May — p.  20,  June — p.  40, 

July — p.  18,  Aug. — p.  56,  Sept. — p.  14, 

Oct. — p.  12,  Nov. — p.  14,  Dec. — p.  44 

Lamb,  Marlin 

“So  You  Want  to  be  a Doctor”  April  65 

Lee,  Si  Gaph,  M.D. 

Clinicopathological  Conference 
Twenty-Two  Year  Old  Woman  With 
Severe  Postpartum  Hemorrhage 
John  F.  Barlow,  M.D. 

David  Yecha,  M.D.  Feb.  27 

Left  Liver  Lobe  Gall  Bladder 
Fred  Duimstra,  M.D. 

R.  E.  Greenfield,  M.D.  Oct.  7 

Leigh,  Fred,  M.D. 

President’s  Page 

Jan. — p.  29,  Feb. — p.  17,  March — p.  12, 

April — p.  13,  May — p.  17 

LeMaster,  Larry 

Junior  Preceptorship  in  Huron  April  73 

Letter  from  the  Dean 
(Editorial) 

Karl  Wegner,  M.D.  April  8 

Letters  to  the  Editor 

Jan. — p.  32,  May — p.  24,  June — p.  21, 

Aug. — p.  46,  Sept. — p.  31,  Nov. — p.  13, 

Dec. — p.  32 


M 

Malm,  John,  M.D. 

Clinicopathological  Conference 
Sixty-Five  Year  Old  Caucasian  Male  With 
Fever  and  Chest  Pain  for  8-10  Days 
John  F.  Barlow,  M.D. 

MECO  (Medical  Education  and  Com- 
munity Orientation)  Experience  in  Gregory, 

SD 

Dean  Spartz 

Miller,  James,  M.D. 

Clinicopathological  Conference 
Some  Diagnostic  Problems  in  Lesions  of 
Bone  and  Joint 
John  F.  Barlow,  M.D. 

Richard  Nice,  M.D. 

Minutes  of  the  Council 

March — p.  32,  July — p.  28,  Aug. — p.  8, 

Dec. — p. 

Minutes  of  the  Executive  Committee 
Aug. — p.  9 

Minutes  of  the  House  of  Delegates 
Aug. — p.  12 

Morton,  William  J.,  M.D. 

Come  Fly  With  Me  Feb.  44 

Mutch,  Milton  G.,  M.D. 

Primary  Reticulum  Cell  Sarcoma 

(Histiocytic  Lymphoma)  of  the  Cervix 

John  F.  Barlow,  M.D.  Dec.  7 

N 

National  Health  Insurance 
(Editorial) 

J.  H.  Sullivan,  M.D.  Oct.  34 

New  Products — New  Books 
Aug. — p.  58 

Nice,  Richard,  M.D. 

Clinicopathological  Conference 
Some  Diagnostic  Problems  in  Lesions  of 
Bone  and  Joint 
John  F.  Barlow,  M.D. 

James  Miller,  M.D.  Nov.  29 

O 

O'Brien,  Peter,  M.D. 

Clinicopathological  Conference 
Seventy-Five  Year  Old  Female  With 
Chest  Pain  and  Dyspnea 
John  F.  Barlow,  M.D. 

W.  A.  Boade,  M.D.  Jan.  21 

P 

Pain:  Current  Concepts  and  Management 
William  C.  Fuller,  M.D. 

A.  Dale  Gulledge,  M.D. 

Cecilia  M.  Roberts,  M.D.  Feb.  9 

President’s  Page 
Fred  Leigh,  M.D. 

Jan. — p.  29,  Feb. — p.  17,  March — p.  12, 

April — p.  13,  May — p.  17 


Sept.  23 


April  1 1 


Nov.  29 


48 


SOUTH  DA  KOTA 


Month  Page 


Month  Page 


James  Ryan,  M.D. 

June — p.  19,  July — p.  11,  Aug. — p.  14, 

Sept. — p.  11,  Oct. — p.  13,  Nov. — p.  11, 

Dec.— p.  11 

Primary  Reticulum  Cell  Sarcoma  (Histio- 
cytic Lymphoma)  of  the  Cervix 
John  F.  Barlow,  M.D. 

Milton  Mutch,  M.D.  Dec.  7 


June — p.  19,  July — p.  11,  Aug. — p.  14, 

Sept. — p.  11,  Oct. — p.  13,  Nov. — p.  11, 

Dec. — p.  1 1 

S 

Salmon,  Don  R.,  M.D. 

Hypotensive  Effects  of  Sodium  Nitro- 

prusside  in  Intracranial  Surgery  June  23 


Primrose,  Joseph,  M.D. 

Symptomatic  Familial  Meckel’s  Divertic- 
ulum: Two  Case  Reports  and  Literature 
Review 


Robert  B.  Henry,  M.D. 

May 

7 

Problem  Solving  in  Diagnostics  and 
Therapeutics  of  Neurology 

Lecture  #15 — The  Treatment  of  Seizure 
Disorders 

George  C.  Flora,  M.D. 

Jan. 

15 

Lecture  #16 — The  Treatment  of  “Chemo- 
philia” 

George  C.  Flora,  M.D. 

Feb. 

21 

Lecture  #17 — Treatment  of  “Stroke” 
George  C.  Flora,  M.D. 

March 

17 

Lecture  #18 — Treatment  of  Multiple 
Sclerosis 

George  C.  Flora,  M.D. 

May 

21 

Lecture  #19 — Treatment  of  Dyskinesias 
George  C.  Flora,  M.D. 

June 

29 

Lecture  #20 — Treatment  of  Confusion 
George  C.  Flora,  M.D. 

July 

27 

Lecture  #21 — Treatment  of  “Complaints” 
George  C.  Flora,  M.D. 

Sept. 

15 

Lecture  #22— Treatment  of  “Falling” 
George  C.  Flora,  M.D. 

Oct. 

27 

Lecture  #23 — Treatment  of  Organic 
Psychosis 

George  C.  Flora,  M.D. 

Nov. 

7 

Lecture  #24 — 

George  C.  Flora,  M.D. 

Dec. 

15 

Q 

Quinn,  Robert  H.,  M.D. 

Graduate  Medical  Education  in  South 

Dakota 

(Editorial) 

Sept. 

29 

R 

Rinke,  John 

Rural  Family  Medical  Clerkship 

April 

21 

Roberts,  Cecilia  M.,  Ph.D. 

Pain:  Current  Concepts  and  Management 
William  C.  Fuller,  M.D. 

A.  Dale  Gulledge,  M.D. 

Feb. 

9 

Roster — Alphabetical 

Aug. 

54 

Roster — By  District 

Aug. 

51 

Rural  Family  Medical  Clerkship 
John  Rinke 

April 

21 

Ryan,  James,  M.D. 
President's  Page 


Senior  Elective  in  Internal  Medicine,  A 

Thomas  Grau  April  75 

Sittner,  Larry,  M.D. 

Athletic  Physicals  (A  Report  for  the 
South  Dakota  Chapter  of  the  American 
Academy  of  Family  Physicians) 

Earl  Kemp,  M.D. 


Jerry  Walton,  M.D. 

Dec. 

19 

“So  You  Want  to  be  a Doctor” 
Marlin  Lamb 

April 

65 

Solution  to  Health  Manpower  Planning,  A 
(A  Report  from  Health  Manpower 
Planning  and  Linkage  Project,  State 
Health  Department,  Pierre,  SD) 

June 

35 

South  Dakota  Academy  of  Family  Physi- 
cians Chapter  News 

Jan. — p.  33,  Feb. — p.  23,  March — p.  22, 

May — p.  14,  June — p.  37,  July — p.  19, 

Aug. — p.  33,  Sept. — p.  17,  Oct. — p.  14, 

Nov.— p.  10,  Dec. — p.  18 

South  Dakota  Pathology  Society  Page 

Laboratory  Aids 

Jan. — p.  11,  Feb. — p.  18,  March — p.  16, 

April — p.  87,  May — p.  20,  June — p.  40, 

July — p.  18,  Aug. — p.  56,  Sept. — p.  14, 

Oct. — p.  12,  Nov. — p.  14,  Dec. — p.  44 

Spartz,  Dean 

MECO  (Medical  Education  and  Com- 
munity Orientation)  Expedience  in  Gre- 
gory, SD  April  11 

Spinal  Curvature  in  Children:  Screening 

and  Treatment 

Gail  M.  Benson,  M.D.  Jan.  5 


Sullivan,  J.  H.,  M.D. 

National  Health  Insurance 

(Editorial)  Oct.  34 


Symptomatic  Familial  Meckel’s  Divertic- 
ulum: Two  Case  Reports  and  Literature 
Review 

Robert  B.  Henry,  M.D. 

Joseph  Primrose,  M.D.  May  7 

Synovial  Chondromatosis  of  Hip:  Case 
With  Long-Term  Followup 
Steven  Thomas,  M.D. 

R.  E.  Van  Demark,  M.D.  Sept.  7 


T 


Talley,  Robert  C.,  M.D. 

Clinicopathological  Conference 
Twenty-Six  Year  Old  Woman  With  Pre- 
mature Ventricular  Contractions  and 
Diagnostic  Auscultatory  and  Echocardio- 
graphic  Findings 

John  F.  Barlow,  M.D.  June  9 


DECEMBER  1977 
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Month  Page 


Month  Page 


Third  Year  at  USD  School  of  Medicine, 

The 

Barton  Adrian  April 

This  Is  Your  Medical  Association 

Jan. — p.  35,  Feb. — p.  37,  April — p.  85, 

May — p.  23,  July — p.  21,  Aug. — p.  28, 

Sept. — p.  18.  Nov. — p.  24,  Dec. — p.  33 

Thomas,  Steven,  M.D. 

Synovial  Chondromatosis  of  Hip:  Case 

With  Long-Term  Followup 

R.  E.  Van  Demark,  M.D.  Sept. 

Three  Score  and  Ten,  A History  of  the 
University  of  South  Dakota  School  of 
Medicine  1907-1977 
Loren  Amundson,  M.D. 

Cedric  C.  Cummins,  Ph.D.  April 

Transactions  of  the  South  Dakota  State 
Medical  Association,  Ninety-Sixth  Annual 
Meeting  Aug. 


29 


7 


39 


7 


V 


Van  Demark,  R.  E.,  M.D. 

Introduction  from  the  Editor 

(Editorial)  April  7 

Van  Demark,  R.  E.,  M.D. 

Synovial  Chondromatosis  of  Hip:  Case 

With  LxDng-Term  Followup 

Steven  Thomas,  M.D.  Sept. 

Van  Es,  G„  M.D. 

Clinicopathological  Conference 


Forty-Five  Year  Old  Caucasian  Male 
With  Progressive  Renal  Abnormality 
John  F.  Barlow,  M.D. 

R.  A.  Jaqua,  M.D.  Oct.  17 


W 


Walton,  Jerry,  M.D. 

Athletic  Physicals  (A  Report  for  the 
South  Dakota  Chapter  of  the  American 
Academy  of  Family  Physicians) 

Earl  Kemp,  M.D. 

Larry  Sittner,  M.D.  Dec.  19 

Wegner,  Karl,  M.D. 

Letter  from  the  Dean 

(Editorial)  April  8 

Why  Practice  in  South  Dakota? 

Tom  Huber  April  33 

Wycoff,  Kevin  K.,  M.D. 

Clinicopathological  Conference 
Seventy-Five  Year  Old  Caucasian  Male 
With  Jaundice  and  Back  Pain 

John  F.  Barlow,  M.D.  July  5 


Y 


Yecha,  David,  M.D. 

Clinicopathological  Conference 
Twenty-Two  Year  Old  Woman  With 
Severe  Postpartum  Hemorrhage 
John  F.  Barlow,  M.D. 

Si  Gaph  Lee,  M.D.  Feb.  27 


Homemade  Oxygen 

The  Bendix  Respiratory  Support  System,  RSS,  uses  normal  room  air  as  its  sole 
source  for  delivering  continuous,  concentrated  oxygen  to  patients  who  require 
oxygen-enriched  air. 


No  Tanks  — No  Regulators 

Documented  studies  available 

Medicare  approved 

Rental  with  complete  main- 
tenance program 

For  further  information,  call: 


MEDICAL  EQUIPMENT 


RENTALS  - SALES ‘SERVICE  (locally) 

309  W.  14th  • Sioux  Falls,  S.  Dak.  57104 
Phone  605/339-1881 

We  Deliver  and  Install 


50 


SOUTH  DAKOTA 


°outh  Dakota  journal  of  medicine. 
v.30,  1977. 


f ryn> 

K( 


3 -2335 


RETURN  THIS  BOOK  ON  OR  BEFORE  LAST  DATE  STAMPED 


